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Filing at a Glance

Company: Nationwide Life Insurance Company

Product Name: Dental - Employer, Association,

Student

SERFF Tr Num: NWLC-125991575 State: ArkansasLH

TOI: H10G Group Health - Dental SERFF Status: Closed State Tr Num: 41385

Sub-TOI: H10G.000 Health - Dental Co Tr Num: NSHDTL-2000 State Status: Approved-Closed

Filing Type: Form Co Status: Reviewer(s): Rosalind Minor

Authors: Ines Piquet, Shana

Paladino-Ripp

Disposition Date: 03/19/2009

Date Submitted: 01/20/2009 Disposition Status: Approved-

Closed

Implementation Date Requested: On Approval Implementation Date: 

State Filing Description:

General Information

Project Name: NSHDTL-2000 Status of Filing in Domicile: Pending

Project Number: NSHDTL-2000 Date Approved in Domicile: 

Requested Filing Mode: Review & Approval Domicile Status Comments: Filed Concurrently

Explanation for Combination/Other: Market Type: Group

Submission Type: New Submission Group Market Size: Large

Overall Rate Impact: Group Market Type: Employer, Association,

Discretionary

Filing Status Changed: 03/19/2009 Explanation for Other Group Market Type: 

State Status Changed: 03/19/2009

Deemer Date: Corresponding Filing Tracking Number: 

Filing Description:

Nationwide Life Insurance Company (The Company) is filing a new group dental product.  It is a general use filing

allowing the product to be offered to employer groups, colleges and university students, and associations groups.  The

product provides preventative, basic, major, and orthodontia benefits.  The group policyholder will choose between an

indemnity or network plan for their employees/students/members.  
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The associations that we will use with this filing are the National Small Business Association (NSBA), Consumers Direct

Association of America, and Med-Sense Guaranteed Association.  NSBA is sitused in Arizona.  Consumers Direct is

sitused in Texas.  Med-Sense is sitused in Illinois.  By-laws of each association are included with this submission. 

 

This program will also be used in National Casualty Company (NAIC # 11991), for which we are filing concurrently under

a separate cover.

 

We are filing the following dental forms:

 

Policy - NSHDTL 2000

Certificate - NSHDTL 2500

Schedule of Benefits - NSHDTL - 2500- SCHED

Application - NSHDTL-2300

Enrollment Form – Association/Students - NSHDTL-2800

Enrollment Form – Employee - NSHWPB-2800

Cosmetic Benefit Rider - NSHDTL 2400- Cosmetic Benefit Rider

Max Roll Forward Rider - NSHDTL-2400 Max Roll Forward Rider

Wellness Rider - NSHDTL 2400 - Wellness

 

The Wellness Rider will allow Nationwide to offer certain wellness benefits, such as Health Risk Assessments, to our

insureds at no cost.

 

Takeover benefits are included for groups that come to us from other carriers.  This will allow the individual to be given

credit for benefit waiting periods for like coverages accumulated under their prior plan.

 

Throughout the policy forms, and specifically the schedule of benefits, you will see bracketing.  Numerical ranges are

included in the schedule of benefits.  In order to assist you with your review, we are including an explanation of

variables.

 

Enclosed is authorization for Perr&Knight to submit this filing on behalf of the Company.  All correspondence related to

this filing should be directed to Perr&Knight.  The Company has prepared the forms contained in this filing along with the

explanatory memorandum.  If there are any requests for additional information related to items prepared by the
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Company, we will forward the request immediately to the Company contact. The Company’s response will be submitted

to your attention as soon as we receive it.

Company and Contact

Filing Contact Information

Ines Piquet, Regulatory Filing Manager ipiquet@perrknight.com

881 Alma Real Drive (310) 230-9339 [Phone]

Pacific Palisades, CA 90272

Filing Company Information

Nationwide Life Insurance Company CoCode: 66869 State of Domicile: Ohio

5525 Parkcenter Circle Group Code: 140 Company Type: 

Dublin, OH  43017 Group Name: State ID Number: 

(800) 525-8669 ext. 43508[Phone] FEIN Number: 31-4156830

---------

Filing Fees

Fee Required? Yes

Fee Amount: $50.00

Retaliatory? No

Fee Explanation: $50.00 for each policyand associated forms.

Per Company: No

COMPANY AMOUNT DATE PROCESSED TRANSACTION #

Nationwide Life Insurance Company $50.00 01/20/2009 25135252
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Correspondence Summary

Dispositions

Status Created By Created On Date Submitted

Approved-

Closed

Rosalind Minor 03/19/2009 03/19/2009

Objection Letters and Response Letters

Objection Letters Response Letters

Status Created By Created On Date Submitted Responded By Created On Date Submitted

Pending

Industry

Response

Rosalind Minor 02/26/2009 02/26/2009 Ines Piquet 03/18/2009 03/18/2009

Pending

Industry

Response

Rosalind Minor 01/21/2009 01/21/2009 Ines Piquet 02/20/2009 02/20/2009

Amendments

Item Schedule Created By Created On Date Submitted

Consumers

Direct

Association of

America

Supporting Document Ines Piquet 02/25/2009 02/25/2009

Filing Notes

Subject Note Type Created By Created

On

Date Submitted

Consumers Direct Association of

America
Note To Filer Rosalind Minor 02/23/2009 02/23/2009
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Disposition

Disposition Date: 03/19/2009

Implementation Date: 

Status: Approved-Closed

Comment: 

Rate data does NOT apply to filing.
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Item Type Item Name Item Status Public Access

Supporting Document Flesch Certification Approved-Closed Yes

Supporting Document Application Approved-Closed Yes

Supporting Document Memorandum Approved-Closed No

Supporting Document Statement of Variability Approved-Closed Yes

Supporting Document (revised) By Laws Approved-Closed Yes

Supporting Document Letter of Authorization Approved-Closed Yes

Supporting Document (revised) Consumers Direct Association of America Approved-Closed Yes

Supporting Document National Small Business Association Approved-Closed Yes

Supporting Document By Laws Replaced Yes

Supporting Document Consumers Direct Association of America Replaced Yes

Form Dental Policy Approved-Closed Yes

Form (revised) Certificate of Coverage Approved-Closed Yes

Form Certificate of Coverage Replaced Yes

Form Schedule of Benefits Approved-Closed Yes

Form Application Approved-Closed Yes

Form Enrollment Form – Association/Students Approved-Closed Yes

Form Enrollment Form – Employee Approved-Closed Yes

Form Cosmetic Benefit Insurance Rider Approved-Closed Yes

Form Maximum Roll Forward Insurance Rider Approved-Closed Yes

Form Wellness and/or Health Care Services

Endorsement
Approved-Closed Yes
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Objection Letter

Objection Letter Status Pending Industry Response

Objection Letter Date 02/26/2009

Submitted Date 02/26/2009

Respond By Date

Dear Ines Piquet,

This will acknowledge receipt of the captioned filing.  
 

Objection 1

- Certificate of Coverage (Form)

Comment: With respect to handicapped dependents, there can be no time limit set for furnishing proof of incapacity.

Refer to ACA 23-86-108(4) and Bulletin 14-81.
 

Objection 2

- Certificate of Coverage (Form)

Comment: Claims for Benefits must be paid in accordance with Rule 43, Section 12.
 
Please feel free to contact me if you have questions.

Sincerely, 

Rosalind Minor

Response Letter

Response Letter Status Submitted to State

Response Letter Date 03/18/2009

Submitted Date 03/18/2009
 
Dear Rosalind Minor,
 
Comments: 

Thank you for the ongoing review of the submission and your 02/26/2009 Objection Letter. The Company offers the

following response addressing your question.
 

Response 1
Comments: The Certificate of Coverage has been revised to comply with ACA 23-86-108(4) and Bulletin 14-81. 
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Related Objection 1

Applies To: 

- Certificate of Coverage (Form)

Comment: 

With respect to handicapped dependents, there can be no time limit set for furnishing proof of incapacity.  Refer to

ACA 23-86-108(4) and Bulletin 14-81.
 

 
Changed Items: 
 

No Supporting Documents changed.
 

 
Form Schedule Item Changes

Form Name Form

Number

Edition

Date

Form Type Action Action

Specific

Data

Readability

Score

Attach

Document

Certificate of Coverage NSHDTL

2500 AR

Certificate Initial 65 NSHDTL

2500 AR

Certificate.

pdf

Previous Version

Certificate of Coverage NSHDTL

2500

Certificate Initial 65 NSHDTL

2500

Certificate.

pdf
 

No Rate/Rule Schedule items changed.
 

 

Response 2
Comments: The Certificate of Coverage has been revised to comply with Rule 43, Section 12. 

Related Objection 1

Applies To: 

- Certificate of Coverage (Form)

Comment: 

Claims for Benefits must be paid in accordance with Rule 43, Section 12.
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Changed Items: 
 

No Supporting Documents changed.
 

 
Form Schedule Item Changes

Form Name Form

Number

Edition

Date

Form Type Action Action

Specific

Data

Readability

Score

Attach

Document

Certificate of Coverage NSHDTL

2500 AR

Certificate Initial 65 NSHDTL

2500 AR

Certificate.

pdf

Previous Version

Certificate of Coverage NSHDTL

2500

Certificate Initial 65 NSHDTL

2500

Certificate.

pdf
 

No Rate/Rule Schedule items changed.
 

Should you have additional comments or concerns please do not hesitate to contact us.
 
Sincerely, 

Ines Piquet, Shana Paladino-Ripp
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Objection Letter

Objection Letter Status Pending Industry Response

Objection Letter Date 01/21/2009

Submitted Date 01/21/2009

Respond By Date

Dear Ines Piquet,

This will acknowledge receipt of the captioned filing.  
 

Objection 1

- By Laws (Supporting Document)

Comment: With respect to the association groups, please respond to the letter I attached to SERFF #NWLC-125991652

for National Casualty Company. 

 

The submission will remain pending until the information is received. 
 
Please feel free to contact me if you have questions.

Sincerely, 

Rosalind Minor

Response Letter

Response Letter Status Submitted to State

Response Letter Date 02/20/2009

Submitted Date 02/20/2009
 
Dear Rosalind Minor,
 
Comments: 

Thank you for continued consideration of the filing and your 01/21/2009 Objection Letter. Please review the Company's

responses below.
 

Response 1
Comments: We respectfully request withdrawal of MedSense Guaranteed Association.

Related Objection 1

Applies To: 
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- By Laws (Supporting Document)

Comment: 

With respect to the association groups, please respond to the letter I attached to SERFF #NWLC-125991652 for

National Casualty Company. 

 

The submission will remain pending until the information is received. 
 

 
Changed Items: 
 
Supporting Document Schedule Item Changes 

Satisfied  -Name: By Laws

Comment: 

Satisfied  -Name: National Small Business Association

Comment: NSBA Objection Responses

NSBA Multiflex Member Benefits

NSBA Info Sent to New Members 1

NSBA Info Sent to New Members 2

NSBA Basic Membership Brochure

NSBA By Laws - attached under Supporting Documentation, By Laws component

Satisfied  -Name: Consumers Direct Association of America

Comment: Consumers Direct Objection Responses

Consumers Direct Financials (confidential)

Consumers Direct Brochure

Consumers Direct AR Member List

Consumers Direct By Laws - attached under Supporting Documentation, By Laws component
 

No Form Schedule items changed.
 

 
No Rate/Rule Schedule items changed.
 

Should you have additional questions or comments please do not hesitate to contact us.
 
Sincerely, 

Ines Piquet, Shana Paladino-Ripp
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Amendment Letter

Amendment Date:

Submitted Date: 02/25/2009

Comments:

Dear Mrs. Minor,

 

Thank you for the 02/23/2009 Note to Filer. Per your request, we are offering the following response to the presented

objections:

 

1. Under the Legal Services, it is stated that an initial face to face consultation for all new legal matters is one of the free

services. With Arkansas being a very rural state, are there attorneys available throughtout the state in order for the

consumer to take advantage of the initial face to face consultation?

 

Response: Even though Arkansas is a rural state, we have not had any complaints from current members about access

to attorneys in their areas.  If we come across this situation, Legal Club will recruit in the area of need.

 

2. The Emergency Roadside Assitance indicates that there is roadside assistance up to 15 miles towing per occurrence

maximum for covered charges. Again, with Arkansas being a rural state, there would be many times that in order for

services to be accessable a vehicle would have to be towed in excess of 15 miles making this a non-usable benefit.

 

Response: The 15 miles of towing is what the benefit covers but the member may have their automobile towed to

whatever distance is needed.  If it is over 15 miles, the member is responsible for the additional coverage.  This is the

same as those with basic AAA Auto Club, which is sold in Arkansas, only covers 5 miles of towing.  

 

3. With respect to the monitronics alarm systems, I tried to bring up the website and I get that the page cannot be

displayed.” 

 

Response: The Monitronics home alarm benefit is no longer available.  Please see updated benefits information

attached (CDAA New Member Benefits Brochure.pdf).  

 

Should additional comments or concerns egress please do not hesitate to relay them at your earliest convenience.

 

Sincerely,

 

Lana Begunova
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Filing Analyst

888-201-5123 ext. 151

Changed Items:
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Supporting Document Schedule Item Changes:

User Added  -Name: Consumers Direct Association of America

Comment:  1. Consumers Direct Objection Responses

2. Consumers Direct Financials (confidential)

3. Consumers Direct Brochure

4. Consumers Direct AR Member List

5. Consumers Direct By Laws - attached under Supporting Documentation, By Laws component

6. Consumers Direct New Member Benefits Brochure

Consumers Direct Objection Responses.pdf

Consumers Direct Financials.pdf

Consumer's Direct Brochure.pdf

Consumers Direct AR Member List.pdf

CDAA New Member Benefits Brochure.pdf
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Note To Filer

Created By:

Rosalind Minor on 02/23/2009 01:23 PM

Last Edited By:

Rosalind Minor

Submitted On:

03/19/2009 09:53 AM

Subject:

Consumers Direct Association of America

Comments:

I have reviewed the brochure for Consumers Direct and have the following questions:

 

1.  Under the Legal Services, it is stated that an initial face to face consultation for all new legal matters is one of the free

services.  With Arkansas being a very rural state, are there attorneys available throughtout the state in order for the

consumer to take advantage of the initial face to face consultation?

2.  The Emergency Roadside Assitance indicates that there is roadside assistance up to 15 miles towing per occurrence

maximum for covered charges.  Again, with Arkansas being a rural state, there would be many times that in order for

services to be accessable a vehicle would have to be towed in excess of 15 miles making this a non-usable benefit.

3.  With respect to the monitronics alarm systems, I tried to bring up the website and I get that the page cannot be

displayed.  
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Form Schedule

Lead Form Number: NSHDTL 2000

Review

Status

Form

Number

Form Type Form Name Action Action Specific

Data

Readability Attachment

Approved-

Closed

NSHDTL

2000

Policy/Cont

ract/Fratern

al

Certificate

Dental Policy Initial 68 NSHDTL

2000

Policy.pdf

Approved-

Closed

NSHDTL

2500 AR

Certificate Certificate of

Coverage

Initial 65 NSHDTL

2500 AR

Certificate.pdf

Approved-

Closed

NSHDTL -

2500-

SCHED

Schedule

Pages

Schedule of Benefits Initial 66 Schedule of

Benefits.pdf

Approved-

Closed

NSHDTL-

2300

Application/

Enrollment

Form

Application Initial 0 NW

Policyholder

Application12

1908.pdf

Approved-

Closed

NSHDTL-

2800

Application/

Enrollment

Form

Enrollment Form –

Association/Students

Initial 57 NW

Enrollment

Form App

NSHDTL

2800.pdf

Approved-

Closed

NSHWPB-

2800

Application/

Enrollment

Form

Enrollment Form –

Employee

Initial 60 NW

Employee

Enrollment

App

NSHWPB

2800.pdf

Approved-

Closed

NSHDTL

2400-

Cosmetic

Benefit

Rider

Certificate

Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Cosmetic Benefit

Insurance Rider

Initial 69 NSHDTL

2400 -

Cosmetic

Rider.pdf

Approved- NSHDTL- Certificate Maximum Roll Initial 67 NSHDTL
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Closed 2400 Max

Roll

Forward

Rider

Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Forward Insurance

Rider

2400 -

Maximum Roll

Forward

Rider.pdf

Approved-

Closed

NSHDTL

2400 -

Wellness

Certificate

Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Wellness and/or

Health Care Services

Endorsement

Initial 58 NSHDTL

2400 -

Wellness

Rider.pdf
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Nationwide Life Insurance Company 
Home Office:  One Nationwide Plaza, Columbus, Ohio 43216 
             (Hereafter called We, Us or Our in this Policy) 
 
[GROUP] [VOLUNTARY] [ASSOCIATION][STUDENT] DENTAL POLICY 
 

 
Policyholder: [JOHN DOE CO.] 
 
Policy Effective Date: [January 1, 2008] 
 
Policy Number: [111] 
 
[Policyholder Address: [Address]]  
 
[Associated Companies: [Company name(s)] 
 
[First Policy Anniversary:  [July 1, 2005]] 
 
[Subsequent Policy Anniversaries:  Each [July 1]] 
 
State or Other Jurisdiction of Issue:  [Any State] 
 
[Eligible Classes:                                          [As defined by the Policyholder – insert eligibility requirements here]] 
 
We agree to insure the Eligible Persons described in the Eligible Classes section of the Schedule of Benefits. We will do 
this while this Policy stays in force. We agree to pay the benefits of this Policy to the persons insured. Details of the 
benefits are shown in the certificates attached to this Policy. These certificates form a part of this Policy. 
 
Premiums 
The Policyholder has applied for this Policy and understands that the required Premium must be paid to obtain the 
insurance and keep it in force. 
 
When This Policy Will Take Effect 
 
This Policy will take effect at 12:00 A.M. standard time at the Policyholder's address on the Effective Date above, its date 
of issue. 
 
We witness that this Policy is executed on its date of issue at Columbus, Ohio. 
 
Signed for Nationwide Life Insurance Company 

                                   
President 
 
 
 
 

Non-Participating Insurance which can be terminated by Us as described in the Policy. 
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GENERAL PROVISIONS  
 
Agency 
The Policyholder and any administrator appointed by the Policyholder shall not be considered Our agents for any 
purpose. We are not liable for any of their acts or omissions. 
 
Entire Contract 
The entire contract consists of: 

1. this Policy; 
2. the Certificate; 
3. any Riders, Endorsements and Amendments, if any, adding or changing the provisions of the Policy or Certificate; 
4. the Application of the Policyholder; and 
5. [the Enrollment Form of the Certificate Holder.] 
 

A copy of the Policyholder's Application is attached to this Policy on the date it is signed. All statements made in the 
Application and Enrollment Form, in the absence of fraud, are representations and not warranties. No statement made by 
an Insured Person under this Policy will be used to void insurance or deny a claim unless a copy of the statement is or 
has been given to that Insured Person. 
 
Individual Certificate 
We will make a certificate available to each Insured Person under this Policy. Certificates will state the insurance 
protection to which a Covered Person is entitled and to whom the benefits are payable. 
 
Conformity With State Laws 
The insurance laws of some states require that certain Policy provisions comply with the law of the state for all permanent 
residents of the state.  Any Policy provision herein which does not conform with such law is hereby modified to the 
minimum extent necessary to satisfy legal requirements.  However, any such provision is modified only for an Insured 
Person who is a permanent resident of the state at the time Covered Expenses are actually incurred as defined herein. 
 
Misstatements 
If any relevant fact as to a Covered Person to whom this insurance relates is found to have been misstated, the true facts 
will be used to determine whether His insurance is in force under the Policy and in what amount.  If the error has an effect 
on the Premium, an adjustment of the Premium due will be made. 
 
Non-Participating 
This Policy is non-participating.  This means that it does not share in Our surplus earnings. 
 
Assignment 
No assignment of this Policy is binding upon Us unless We agree to it in writing and not until it is filed with Us. 
 
Incontestability 
[Except for material fraudulent misstatements,] this Policy will be incontestable, except for non-payment of premium, after 
it has been in force for two years. 
 
Clerical Error 
Any clerical error by Us in keeping relevant records, or a delay in making any entry, will not void any insurance otherwise 
validly in force or continue insurance otherwise validly terminated.  When a clerical error or delay is found, Premiums and 
benefits will be adjusted based on the true facts and the provisions of the Policy. 
 
Changes In Policy 
The terms of this Policy can be changed only by written agreement between the Policyholder and Us.  Agreement for Us 
can only be made by Our Executive Vice President or Our Corporate Secretary.  Any changes will be made without the 
consent of, or notice to, any Insured Person.  No agent has authority to contract directly with Us for this Policy or to 
change, alter or amend any of its terms or provisions in any way. 
 
Policyholder Required Information 
Certain facts are needed to administer the Policy.  We have the right to decide which facts We need.  The Policyholder is 
required to comply with any reasonable request for information which We deem necessary to administer the Policy.  We 
have the right to inspect any records of the Policyholder that have a bearing on the insurance or Premium under the 
Policy. 
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Incorporation Provision 
The provisions of the attached Certificate of Insurance, any Rider(s), and any Endorsement(s), including any Rider or 
Endorsement added after the  Dental Policy Effective Date, are made a part of this Dental Policy.  The Certificate(s) and 
Rider(s) attached to this Policy will control each Covered Person’s coverage eligibility, effective date, termination date, 
benefits, limitations and exclusions. 
 
New Entrants 
New persons to the groups or classes eligible for insurance must be added to the groups or classes for which they are 
eligible. 
 
[Takeover Plan Verification 
Please refer to the section entitled TAKEOVER OF EXISTING COVERAGE in the Incorporated Certificate.  The 
Policyholder’s Application must be accompanied by a current month’s billing from the current dental carrier, a copy of an 
in-force Certificate, as well as proof of the Effective Date for each Covered Person, if insured under the Prior Plan.]  
 

 
PREMIUM PROVISIONS 

 
[Payment of Premiums {employer} 
The Premiums due under this Policy are payable in advance directly to Us. The first Premium is due on the Effective Date 
of this Policy.  Premiums after the first are due on the Premium Due Date shown on the cover page of this Policy.  The 
payment of any Premium will not maintain the insurance in force beyond the day next following the Premium Due Date, 
except as provided under the Grace Period provision.] 
 
[Payment of Premiums {association} 
Premiums are payable monthly and agreed to by Us.  Premiums must be paid to Us at Our Home Office or to Our Agent.  
The payment of any Premium will keep the coverage under the Policy in force to the next Premium due date, subject to 
the Grace Period provision.] 
 
[Premium Calculation  

The total Premium owed to Us under this Policy is obtained by multiplying the number of Covered Persons [in each tier 
category] by the applicable Premium rates in effect for all Covered Persons covered under this Policy and then summing 
the results. All payments made to Us will be made in United States dollars.] 
 
Premium Adjustments 
When additional or increased insurance begins or ends and the change is due to a change in the terms of this Policy, any 
adjustment in the Premium will be made as of the date the change is effective.  Otherwise, any adjustment in Premium will 
be made on the Premium Due Date which occurs on or next follows the date of change (or the first day of the calendar 
month which occurs on or next follows the date of change if Premiums are payable other than monthly). 
 
Changes in Premium Rates 
We have the right to change the Premium rates on any Premium Due Date after the Initial Term. After the Initial Term, We 
will not increase the Premium rates more than once in any [1, 3, 6, 12] month period.  We will notify the Policyholder in 
writing at least [31, 45, 60] days in advance of any increase. 
 
[Premium Rate Guarantees 
Any Premium rate guarantees are subject to the following provisions: 

1. The benefits outlined in the Certificate as well as the eligibility remain unchanged; 
2. There are no additions or deletions of subsidiaries or affiliates; 
3. The census or geographic distribution does not change by more than [25]%; 
4. The employer contribution, if applicable, to the Premium is not reduced.] 
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[Policyholder Grace Period - Policyholder 
A Grace Period of [31, 45, 60] days (without interest charge) is granted for the payment of any Premium Due Date after 
the first.  This Policy will continue in effect during this period unless the Policyholder has given written notice to Us that the 
insurance under this Policy is to be ended on the first day before the Grace Period would otherwise start.  If the Premium 
is not paid by the end of the Grace Period all insurance under this Policy will end on the last day of the Grace Period, and 
the Policyholder will owe Us all Premiums then due and unpaid including the Premium for the Grace Period. 
 
If the Policyholder gives Us written notice that insurance under this Policy is to be ended during the Grace Period, all 
insurance will end on the date We receive the written notice or the date specified, if later.  The Policyholder will owe Us 
the pro-rata Premium for the time the insurance was in effect during the Grace Period.]{employer groups or groups where 
insured pays premium directly} 
 

 
TERMINATION OF INSURANCE 

 
The Policy will continue for as long as Premiums are paid or until it is terminated or cancelled.  Notice to cancel or 
terminate the Policy may come from either the Policyholder or from Us.  The Policyholder may cancel any or all of the 
insurance by giving Us written notice.  It will terminate on the later of:   

1. the date requested in the cancellation notice; or  
2. the date We receive the notice.   

We may terminate insurance as of a Premium due date with a [31-day] advance notice in writing to the Policyholder.  
However, prior to the first Policy anniversary, We may only do this: 

1. if the Policyholder does not perform its duties under the Policy to Our satisfaction; or 
2. [less than [50]% of those eligible are enrolled for insurance]; [or] 
3. [if the Policyholder ceases to sponsor coverage under the Policy, or sponsors the same or similar coverage 

through another arrangement without Our written agreement.] 
 

In either event, Premium is due and payable through the date on which coverage under the Policy terminates.  If the 
Premium is not paid, the Policy will terminate as of the last day for which Premium was paid.  
 
Insurance will end as provided above without the consent of, or notice to, any Covered Person, unless otherwise required 
by state law. 
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Nationwide Life Insurance Company 
Home Office:  One Nationwide Plaza, Columbus, Ohio                  
 
CERTIFICATE OF COVERAGE 
[GROUP][VOLUNTARY][ASSOCIATION][UNDERGRADUATE][GRADUATE] 
[INTERNATIONAL][STUDENT] DENTAL PLAN

 
INSURING AGREEMENT 

 
The Nationwide Life Insurance Company has issued a Policy covering certain Eligible Classes of the Policyholder.   
 
The Benefits of the Policy are described in this Certificate and Your Schedule of Benefits. 
 
Final interpretation is governed by the Policy.  You may review the Policy at the Policyholder’s address during normal 
business hours.  This Certificate replaces any and all Certificates previously issued for the eligible classes under the 
Policy.  This Certificate describes the Policy in detail. 

 
NOTICE CONCERNING YOUR CERTIFICATE 

 
The Benefits and provisions of the Policy are described in this Certificate.  
 
Please read Your Certificate carefully. Keep it in a safe place.  
 
 
IMPORTANT NOTICE:  Benefits are payable only for listed Covered Procedures that were both started and completed 
while the patient is insured under the Policy, and after any applicable Benefit Waiting Periods have been served.  
 
The Policy under which the Certificate is issued may at any time be amended or canceled, as stated in its provisions.  
Such an action may be taken without the consent of or notice to any Covered Person who Claims rights or Benefits under 
the Policy.  
 
[[10, 30] Day Right to Examine Certificate:  There is a [10, 30] day right  to review this Certificate.  If You decide not to 
keep it, it may be returned to the Policyholder, its agent or to Us within [10, 30] days of the original Certificate Effective 
Date.  In that event, We will consider it void from the Certificate Effective Date and refund all Premium paid.  Any Claims 
paid during the initial 10 day period will be deducted from the refund.] {sometimes required for association market} 
 
Signed for Nationwide Life Insurance Company 
 
                                                                                         

             
President 
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GENERAL DEFINITIONS 
 
[Accredited:  The school, college or university has been evaluated and awarded accreditation by an accrediting agency 
that is recognized by the U.S. Department of Education or the Council on Higher Education Accreditation (CHEA) in 
Washington, DC.] 
 
[Actively at Work:  You are performing the normal duties of Your regular occupation and working Your normal hours.  
[You must be working at least [0-40] hours per week for the Policyholder on a [permanent] [Full–Time][Part-Time] basis 
and must be paid regular earnings.] 

Your work site must be: 
1. at the Policyholder’s usual place of business; or 
2. at a location to which the Policyholder’s business requires You to travel. 

You are not considered Actively at Work when You are off work or lose time due to illness, injury, leave of absence, strike 
or lay-off.  [Paid days off] will count as Actively at Work if You were fully capable of performing the normal duties of Your 
regular occupation during [the paid days off], provided that You were Actively at Work on the last working day prior to [the 
paid days off.]] 
 
[Actively at Work:  You are reporting to the Policyholder’s regular place of employment and carrying out the regular 
duties of Your occupation for the number of hours required to meet the definition of Eligible Person.  [You will be 
considered Actively at Work on each day of a regular [paid vacation] or on a regular non-working day provided that You 
were Actively at Work on each day of [paid sick leave].]  [You will be considered Actively at Work on each day of [regular 
paid vacation] or on a regular non-working day provided that You were Actively at Work [on the last working day].] [You 
will also be considered Actively at Work on each day of [paid sick leave] [or paid personal leave].]] 
 
Benefit:  The dollar amount payable by Us to a Claimant or assignee under the Policy.  
 
[Benefit Waiting Period:  The period of time starting on a Covered Person’s Effective Date before Benefits for certain 
Services become payable.  The Benefit Waiting Period is shown in the Schedule of Covered Procedures in the Schedule 
of Benefits.] 
 
[Calendar Year:  For the first year is the period of time that begins on the Effective Date and ends on December 31

st
.  or 

subsequent years, it is the period of time that begins on January 1
st 

and ends December 31
st
.  [The Effective Date is 

shown in Your Schedule of Benefits.]] 
 
Certificate:  This document that provides a description of the Coverage available under the Policy.  
 
[Child or Children:  See definition of Eligible Dependent.] 
 
Claim:  A request for payment of covered Benefits. 
 
Claimant:  A person who has filed a Claim for Benefits under the Policy, as [an Insured Person] or as the dependent of 
[an Insured Person]. 
 
Company:  Nationwide Life Insurance Company. Also hereinafter referred to as We, Our and Us. 
 
[Copayment:  Includes the Covered Person’s Deductible, the Covered Person’s coinsurance of the allowed treatment 
cost, any amount over the Maximum Benefit within the Plan Year, any charges for non-covered services, and any portion 
of the submitted fee that exceeds Our allowed Covered Expense.] 
 
Coverage:  The right of the Covered Person to receive Benefits subject to the terms, Conditions, limitations and 
exclusions of the Policy.  
 
Covered Dental Injury:  An injury to a Sound Natural Tooth sustained while insured under the Policy which is caused 
solely by a sudden violent act or accident which could not be predicted in advance or avoided.  
 
Covered Expense:  The lesser of:  

1. the actual dental charge; or  
2. the Maximum Reimbursement for a Covered Procedure.  
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[Covered Dependent:  Your Eligible Dependent who is insured under the Policy.] 
 
Covered Person:  You [and Your Eligible Dependents whom] [provided] You have enrolled for insurance and paid any 
Premium due under the Policy. 
 
[Customary Maximum Allowable Charge (CMAC):  A CMAC is used if a Provider who is a Non-Participating Provider 
performs a Covered Procedure. The amount of the CMAC is equal to the lesser of:  

1. the actual dental charge; or  
2. the customary charge for the dental Service.  

We determine the customary charge from within the range of charges made for the same Service by other providers of 
similar training or experience in that general geographic area.]  
 
[Deductible:  The amount of Covered Expense that must be paid in full by You each Plan Year (or lifetime, when 
applicable) for each Covered Person (or to the maximum per family limit, when applicable) who incurs expenses for a 
Covered Procedure before any Benefits are payable by Us.] 
 
Dental Hygienist:  Someone who is licensed to practice dental hygiene and is acting under supervision and direction of a 
Dentist, if required, and within the scope of his or her license.  
 
Dentist:  Any dental practitioner who is duly licensed and qualified under the law of jurisdiction in which treatment is 
received to render dental Services, perform dental surgery, or administer anesthetics for dental surgery. 
 
Denturist:  A person who is licensed to make fit, and repair artificial dentures and is operating under the scope of his or 
her license. 
 
[Domestic Partner:  An individual in a relationship with You that satisfies the following criteria: 

1. [For at least [3,6, 12, 18, 24] consecutive months prior to Your Domestic Partner’s Effective Date of Insurance, 
You and Your Domestic Partner, [have had a declaration of domestic partnership on file with a state or local 
government Domestic Partner Registry] [are and have been each other’s sole Domestic Partner and have 
maintained the same principal place of residence]; and] 

2. [Your Domestic Partner is at least 18 years of age; and] 
3. [You and Your Domestic Partner are not married or related by blood; and] 
4. [You and Your Domestic Partner are jointly responsible for each other’s welfare and financial obligations; and] 
5. [You and Your Domestic Partner have filed a Domestic Partner affidavit [with Us]; and] 
6. [You and Your Domestic Partner are not legally married to anyone else.]] 

 
Effective Date:  The date on which insurance Coverage begins under the Policy.  
 
[Eligible Class:  A group of people who are eligible for Coverage under the Policy. [See the Schedule of Benefits for a list 
of Eligible Classes.] Each person of the Eligible Class will qualify for insurance on the date he or she completes the 
required Eligibility Waiting Period, if any.] 
 
[Eligible Dependent:  Includes: 

1. Your Spouse (if not legally separated or divorced from You); 
2. unwed Child from the moment of birth, until the Child attains Age [19-26];  and 
3. [unwed Child who is a student may be covered until Age [22-35] provided such Child is a Full-Time Student and 

more than 50% dependent on You for support and maintenance and proof of the Child’s enrollment as a Full-Time 
Student must be submitted to Us.]    

 
Children include natural children, stepchildren, adopted children, [grandchildren] children Placed for Adoption, children 
appointed to Your custody by a court order, or foster children who are dependent upon You for support.  Adopted children 
include a child where an Eligible Person has the assumption and retention of a legal obligation for total or partial support 
of a child in anticipation of the adoption of the child. Such child is no longer considered an Eligible Dependent upon the 
termination of that legal obligation. 
  
[The term Eligible Dependent does not include any person who: 

1. [is in full-time active duty in the armed forces of any country or international authority; or] 
2. [lives outside of the United States [or Canada][Mexico]]; or 
3. [is an Insured Person under the Policy.]] 
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Eligible Person:  A person who [belongs to an Eligible Class as described in the Schedule of Benefits][is a registered 
Student, is enrolled, [attending class] and meets the eligibility requirements of the Policyholder’s school].  
 
[Eligibility Waiting Period:  The continuous length of time a Covered Person must serve in an Eligible Class to reach his 
or her eligibility date and begin his or her Coverage [and Your Eligible Dependent Coverage.]  [The Eligibility Waiting 
Period is shown in the Schedule of Benefits.]] 
 
[Emergency Treatment:  Treatment for a dental condition or symptom resulting from a dental disease or injury that arises 
suddenly and, in the judgment of a reasonable person, requires immediate care and treatment, and such treatment is 
sought or received within [24, 48, 72] hours of onset [or as soon as reasonably possible].   
 
[Enrollment Form:  The document completed by You in electing Coverage under the Policyholder’s Policy.] 
 
[Family Member:  A person who is related to the Covered Person in any of the following ways: Spouse, brother-in-law, 
sister-in-law, daughter-in-law, son-in-law, mother-in-law, father-in-law, parent (includes stepparent), brother or sister 
(includes stepbrother or stepsister), or Child (includes legally adopted, step or foster child). A Family Member includes an 
individual who normally lives in the Covered Person’s household. ] 
 
[Full-Time:  A regular workweek as defined by the Policyholder. We have the right to verify the hours worked by reviewing 
payroll records and/or income tax records. ] 
 
[Full-Time Student:  A student who is enrolled in an Accredited educational institution or licensed trade school and 
considered full time according to the institution or school that he or she is attending.] 
 
Group:  A Policyholder or entity who has entered into a contract with Us to provide Coverage under the Policy.  
 
[In-Network Benefits:  Dental Benefits provided under this Certificate for Covered Procedures that are provided by a 
Participating Provider.] 
 
Insured Person:  A person who is an Eligible Person, [who has qualified for insurance by completing the Eligibility Waiting 
Period, and for whom insurance under the Policy has become effective][who is enrolled at and meets the eligibility 
requirements of the Policyholder’s school].  
 
[Leave of Absence:  An arrangement where You and the Policyholder agree that You will not be Actively at Work for a 
specific period of time and You are expected to be Actively at Work at the end of that period.  Refer to When Your 
Insurance Ends to determine how long Your Coverage can be continued during a Leave of Absence.] 
 
[Maximum Lifetime Benefit:  The maximum amount payable for each Covered Person under this Policy [for Orthodontia 
Services] during his or her lifetime.  This maximum is shown in the Schedule of Benefits.] 
 
Natural Tooth:  Any tooth or part of a tooth that is: 

1. organic and formed by the natural development of the body (i.e. not manufactured). Organic portions of a tooth 
include the clinical crown, enamel, dentin, cementum, root, and the enclosed pulp (nerve); and  

2. performing its normal role in the mastication (i.e., chewing) process in the Covered Person's upper or lower arch 
and which is opposed in the Covered Person's other arch by another Natural Tooth or prosthetic (i.e., artificial) 
replacement. Third Molars are not considered Natural Teeth for purposes of the Policy.  

 
[Non-Participating Provider:  A Provider  who is not a Participating Provider. These Providers have not entered into an 
agreement with us to limit their charges. ] 
 
[Out-of–Network Benefits:  Dental Benefits provided under this Certificate for Covered Procedures that are not provided 
by a Participating Provider.]  
 
[Part-Time:  A schedule of work defined as part-time by the Policyholder. We have the right to verify the hours worked by 
reviewing payroll records and/or income tax records. ] 
 
[Participating Provider:  A Provider who has been selected by Us for inclusion in the Participating Provider Program. 
These Participating Providers agree to accept Our Participating Provider Maximum Allowed Charges as payment in full for 
Services rendered. When dental care is given by Participating Providers, the Covered Person will generally incur less out-
of-pocket cost for Services rendered.]  
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[Participating Provider Maximum Allowable Charge (MAC):  The MAC is used if a Provider who is a Participating 
Provider performs a Covered Procedure. This is the amount that the Provider has agreed with Us to accept as payment in 
full for a dental Service. The MAC may also be used for Non-Participating Providers. ] 
 
[Participating Provider Program:  Our program to offer a Covered Person the opportunity to receive dental care from 
Providers who are designated by Us as Participating Providers.] 
 
[Participating Provider Program Directory:  A list that is periodically updated and consists of selected Providers who:  

1. are located in Your area; and  
2. have been selected by Us to be Participating Providers and part of the Participating Provider Program. ] 

 
[Placement for Adoption; Placed for Adoption:  A Child is placed in Your physical custody for the purpose of adoption.] 
 
Plan Year:  The period of time shown in the Schedule of Benefits as Calendar Year or Policy Year. ] 
 
Policy:  The agreement between Us and the Policyholder which states the terms, conditions, limitations, and the 
exclusions regarding Coverage.  
 
[Policy Anniversary:  The month and day as shown [on the Schedule of Benefits][in the Policy] as the Policy 
Anniversary.]  
 
[Policy Year:  For the first year is the period of time that begins on the Effective Date and ends on the day before the next 
following Policy Anniversary. For subsequent years, it is the period of time that begins on the first and each subsequent 
Policy Anniversary and ends on the day before the next Policy Anniversary.  [The Policy Year is shown in Your Schedule 
of Benefits.]] 
 
[Policyholder:  The organization [named in the Schedule of Benefits] who has contracted with us to provide benefits to 
You.] 
 
[Premium:  The periodic fee required to maintain Coverage for each Eligible Person and Dependent in accordance with 
the terms of the Policy.] 
 
[Prior Plan:  The plan providing similar insurance Benefits carried by the Policyholder on the day before [the Policy’s] 
Effective Date with Us.] 
 
Provider:   [The Preferred Treatment Location as shown in Your Schedule of Benefits or] A, Dentist, Dental Hygienist, or 
a Denturist as defined in this section.  [Provider does not include a Family Member.] 
 
Reservist:  A member of a reserve component of the Armed Forces of the United States.  Reservist also includes a 
member of the Army National Guard and the Air National Guard. 
 
Schedule of Benefits:  This document shows You the amount of Benefits provided under the Policy. 
 
[Scheduled Allowable Fee (SAF):  The plan uses a fee schedule to determine the amount payable for a Covered 
Procedure. This is the maximum charge that We allow for each Covered Procedure, regardless of the fee charged by the 
Provider. ] 
 
Service:   A procedure or supply which is performed by a Provider in connection with the dental care of a Covered 
Person. It is required and appropriate for treatment of the Covered Person’s dental condition according to broadly 
accepted standards of dental care as determined by Us or Our dental consultants.  
 
[Sign or Signed:  The use by a person of a symbol or method with the present intention to authenticate a record.  [Such 
authentication may be executed and/or transmitted by paper or electronic media, provided it is acceptable to Us and 
consistent with applicable law.]]   
 
Sound Natural Tooth:  A Natural Tooth which is fully restored to function, does not have any decay, is not more 
susceptible to injury than a virgin tooth, and is without periodontal disease.  
 
[Spouse:  Your lawful Spouse who is an Eligible Dependent.  [The term also includes [a registered] Domestic Partner or 
civil union partner who is an Eligible Dependent, where allowed by law.]] 
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[Student: A registered Student, [resident] [fellow]. [postdoctoral fellow], [domestic], [international Student] who is enrolled 
in a participating college, [taking at least [1-15] credit hours or more] [and is physically and actively attending classes for at 
least [1-31] days after their Effective Date of Coverage under the Policy].] 
 
Treatment Plan:  The Provider's report of recommended treatment on a form satisfactory to Us which:  

1. itemizes the dental Services; and,  
2. lists the charges for each itemized Service; and  
3. is accompanied by supporting pre-operative X-rays and other appropriate diagnostic materials required by Us.  

 
We, Us, Our, and Insurer:  Means Nationwide Life Insurance Company.  
 
[Written or Writing:  A record which is on or transmitted by paper or electronic media which is acceptable to Us and 
consistent with applicable law.] 
 
You and Your:  Refers to an Insured Person.  
 
Other terms are defined elsewhere under the Certificate. 
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[COVERED PERSONS PREMIUMS 
 

When are Your Premiums due? 
The first Premium for each Covered Person is due on the date he or she becomes covered under this Policy.][he or 
she enrolls for insurance under the Group Policy.] Each Premium after the initial Premium is due at the end of the 
period for which his or her preceding Premium was paid.  [See the Schedule of Benefits for the Frequency  of 
Premium payment.] 

 
What happens if You are late with a Premium payment? 

A Grace Period of [30,31,45,60, 90] days from the Premium due date is allowed for each Covered Person for payment 
of each Premium due after the initial Premium.  The Covered Person's insurance will be continued during the Grace 
Period.  If the Covered Person incurs a covered loss during the Grace Period, You will be liable to us for payment of 
any Premium accruing during the period we continued his or her Coverage under this provision. 
 
The Grace Period will not continue Coverage beyond a date as described in the “When will Your Coverage end?” 
provision.] 
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WHEN COVERAGE BEGINS AND ENDS 
 
Who is eligible? 

Eligible Person:  [An individual is eligible for Coverage if he or she is in an Eligible Class as [described in the Schedule 
of Benefits][defined by the Policyholder] and if he or she satisfies any Eligibility Waiting Period as [described in the 
Schedule of Benefits][defined by the Policyholder].]  [All registered Students who pay [full registration fees] and 
[actively attend class] [or [have matriculated] at the Policyholder's school for at least the first [0-31] days of the Policy 
Term] are [eligible to enroll] in the Policy [for the Fall, Winter, Spring] [for the Fall, Winter, Spring, and Summer Terms] 
[for the term enrolled].  Except in the case of medical withdrawal due to Sickness or Injury, any Student withdrawing 
from school during the first [0-31] days of the period for which Coverage is purchased, will not be covered under this 
Policy and a full refund of Premium will be made minus the cost of any claim Benefits made by Us.  Students 
withdrawing after such [0-31] days will remain covered under the Policy for the term purchased and no refund will be 
allowed.  Each Student, as determined by the school and the Company, is eligible for Coverage under this 
Policy.][Scholars, visiting and otherwise defined by the school, are also eligible for Coverage under this Policy.] 
 

[[Credit Hour Requirements]: An Eligible Person must be registered for more than [one (1) –fifteen (15)] credits in 
a quarter/semester.  [The following courses are excluded from being applied towards the required minimum credit 
hours: 

1. [Distance Learning Courses] 
2. [Courses taken as audit ] 
3. [Courses taken as Pass/Non-Pass] 
4. [Courses taken Grad Non-Degree] 
5. [Home Study] 
6. [Correspondence] 
7. [TV courses]] 

 
[Eligible Dependent:  Your Eligible Dependents are also eligible for Coverage, provided that You are insured under the 
Policy and that Dependent Coverage is provided under the Policy.]   
 
[Dual Eligibility Status:  If both an Eligible Person and his or her Spouse are in an Eligible Class of the Policyholder, 
[each may enroll individually or as a Dependent of the other, but not as both. Any Eligible Dependent Child may also 
only be enrolled by one parent/guardian. If the Spouse carrying dependent Coverage ceases to be eligible, please 
notify Us immediately.  Dependent Coverage then becomes effective under the other Spouse’s Coverage].  
 

When do You enroll? 
Enrollment is when an Eligible Person completes an Enrollment Form giving the information We require.  [As the 
Eligible Person, if You are required to pay all or part of the Premium for Coverage, You must [acknowledge Your 
permission to the Policyholder to withhold such Premium from Your Pay][agree to make the required contributions and 
pay the first premium at time of enrollment.]  The enrollment for Coverage may be written or electronic on an 
Enrollment Form furnished or approved by Us.  
 
Eligible Person:  An Eligible Person who has met all eligibility requirements of the Group prior to the effective date of 
the Policy may request enrollment during the enrollment period that precedes the Effective Date of the Policy.  After 
the Effective Date of the Policy, a [new, newly hired] Eligible Person must request enrollment [during the Eligibility 
Waiting Period][no later than [30, 31, 45, 60, 90] days after [the date of hire][the end of the Eligibility Waiting 
Period][the date he or she becomes eligible].  An Eligible Person who does not enroll as indicated above [will be 
considered a late enrollee][and][may not enroll until the next annual enrollment period unless there is a Change in 
Family Status, as described below].  [Benefits may be limited for late enrollees under the Takeover of Existing 
Coverage section of this Certificate.]   [Additional Benefit Waiting Periods may apply.] {or} 
 
[An Eligible Person who has met all eligibility requirements of the Policyholder may enroll at any time throughout the 
Plan Year.  The Enrollment Form must be completed and Signed on or before the desired Effective Date of 
Coverage.] 
 
[Eligible Dependent:  If the Policy provides for Dependent Coverage, an Eligible Person may request enrollment of his 
or her Dependents at the time he or she requests enrollment for himself per the above.  If You acquire a new 
Dependent, as an Insured Person, You may request enrollment per the Change in Family Status provision below.  [If 
Eligible Dependents are not enrolled at this time, the Dependent will be considered a late enrollee.]  [The Dependent 



NSHDTL 2500 AR Page [ 11] of [31]  12/11/08 

may not enroll [until the next annual enrollment period] unless there is a Change in Family Status, as described 
below.]  [Proof of the Dependent relationship may be required by Us.]] 
 
[Change in Family Status:  Eligible Persons may enroll or change their Coverage if a change in family status occurs, 
provided an Enrollment Form is received within [30, 31, 45, 60, 90] days of the event. A change in family status means 
any of the following:  

1. Marriage [or lawful domestic partnership]; and,  
2. Divorce or legal separation; and,  
3. Birth, adoption, or Placement for Adoption of a Child; and,  
4. Death of a Spouse or Child; and  
5. A court or administrative order requiring the Eligible Person to provide Coverage for his or her Child; and 
6. Other changes as permitted by the Policyholder and Us.] 

 
[Newborn and Adopted Children/Children Placed for Adoption:  Your newborn or adopted child will be covered for the 
first 30,31,45,60,90] days following their birth, adoption, or Placement for Adoption. To continue Coverage beyond that 
[30,31,45,60,90]-day period, You must [notify Us in writing of the Child’s date of birth, adoption, or Placement for 
Adoption][enroll the Child] at any time during the [31,45,60,90]-day period.  Any required Premium must be paid when 
due from the date of birth, adoption, or Placement for Adoption.  Otherwise, Coverage for that Child will terminate as 
soon as the [30,31,45,60,90]-day period expires.] 
 
[Annual Enrollment:  Eligible Persons may enroll themselves and their Eligible Dependents during an annual 
enrollment period, as specified by the Policyholder and Us.]  
 

When will Your Coverage begin?  
[If the Policyholder requires You to contribute toward the cost of all or part of the insurance, such insurance will not 
become effective for You before the first premium is paid.] 
 
Subject to [the Eligibility Waiting Period] [and] Your enrollment [and payment of any Contributory portion of the 
premium due], You will become insured under the Policy at 12:00 AM at the main office of the Policyholder on Your 
first day of Coverage.  [If You are not Actively at Work on the date Your insurance Coverage would begin, Your 
insurance will begin on the date You come back to Active Work.] 
   

[When will Coverage begin for Your Dependents? 
Subject to the enrollment procedure described above and payment of the Premium due, Your Dependents will 
become insured on the same date and at the same time as You.   If You acquire additional Dependents after Your 
Effective Date of Coverage and have Dependent Coverage, and provided You enroll Your Eligible Dependents as 
indicated above, the Effective Date of the newly acquired Dependents will be [the date We accept the new 
enrollment], [the first of the month following the event causing eligibility][the first of the month following] the date You 
complete and Sign the Enrollment Form requesting Coverage], [subject to timely payment of any Premium due].  If 
You acquire additional Dependents after Your Effective Date of Coverage and do not have Dependent Coverage, and 
provided You enroll Your newly Eligible Dependents as indicated above, the Effective Date will be: 

1. [for Your Spouse, the first of the month following the event causing eligibility]; 
2. [for newborn children from the moment of birth]; 
3. [for adopted children the date of Placement for Adoption]; 
4. [for all other Eligible Dependents, the date You enroll such Dependent]; 

[subject to payment of any Premium due]. If Your Dependent is enrolled as a result of a court or administrative order, 
Coverage for such child shall take effect on the [date of enrollment][date of the order], if We are notified in accordance 
with our enrollment guidelines] [and] [once the required Premium, if any, has been paid].] 
 

[When will Benefits and/or rates change?  
Change in Eligible Class [or Location]:  The amount of Your Benefit [and/or Benefits for Your Covered Dependents] 
may change if You become insured under a different Eligible Class [or You move.] 

 
[The change][If the change would increase the amount of insurance, the increase] takes effect on the [first day of the 
Policy month [in which You are Actively at Work] following the] latest of the date: 

1. [the change is effective; or] 
2. [You] [the Policyholder] tell[s] Us [in Writing] about a change in Class [or location]; or 
3. [the Premium is paid based on the change.] 
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[If the change would decrease Your amount of insurance, the decrease takes effect [the first day of the Policy month 
[in which You are Actively at Work] following the date of the change][on the date of the change.]] 

 
When will Your Coverage end? 

All of Your insurance under the Policy will terminate at 11:59 p.m. at the main office of the Policyholder on the earliest 
of the following dates:  

1. [The [date] [last day of the month in] which Your employment terminates. For the purposes of insurance 
coverage Your employment will terminate when You are no longer Actively at Work. [However, if You are not 
Actively at Work due to Illness or Injury, Your insurance will be continued in force under the Policy until the 
earlier of: 
a. the date on which We receive Written notice from the [Plan Sponsor] that Your insurance is terminated. 
b. the end of the [[3,6,12,18,24] month] period following the date on which You were last Actively at Work]] 

2. The date the Policy terminates;  
3. [[The date] Your [employer, company] ceases to be an Affiliated [employer, company] with the Policyholder;] 
4. The [date][last day of the month] in which You cease to be an Eligible Person[,except due to a Leave of 

Absence];  
5. The date specified by Us in written notice to You that Your Coverage ends due to fraud or misrepresentation;  
6. The [date][last day of the month in which] We receive written notice from You or Policyholder telling Us to 

terminate Coverage of a Covered Person or the date requested in that notice, whichever is later;  
7. The last day of the period for which premium was paid, if a premium is not paid when due;  
8. The [date] [last day of the month] in which] the Policy is changed to end the insurance for Your Eligible Class;  
9. [The [date][last day of the month in which] You retire unless Your insurance is continued in a retired Eligible 

Class [as defined by the Policyholder][as shown in the Schedule of Benefits];] 
10. [For retirees, the date Your status as a retiree ends in accordance with the Policyholder’s retirement plan]; 
11. [The [date][last day of the month in which] You enter full-time active duty in the armed forces of any country or 

international authority]; 
12. [The [last day of the month following][date of] Your [60th,65th,70th,75th] birthday;] 
13. [The day after the last day of study in the sponsored program;] 
14. [The date of departure from the United States;] 
15. [The last day of [Spring][Summer] term;] 
16. [The date the Covered Person departs the Policyholder's school for their home country for a period in excess 

of [30, 31, 45  60, 90] consecutive days.  No Benefits will be payable for any medical treatment received in the 
Covered Person's Home Country;] 

17. The date of Your death. 
 
[Upon written request [within [15 – 60] days of leaving school], We will refund any unearned pro-rata Premium with 
respect to such person.] [We will refund the unearned pro-rata Premium to such person upon request.] 

 
[In addition, Coverage will be terminated on the first day of the calendar month following any month in which the 
number of hours worked falls below the minimum required hours as elected by the Policyholder.]   
 
[Leave of Absence:  Any Leave of Absence must have been authorized [in Writing] by Your Employer.  All premiums 
otherwise required by the Policy must be paid in order for any continuance of insurance provision to be applicable.] 
 
[If Coverage is continued in accordance with the Leave of Absence provision above, such continued Coverage will 
cease immediately if any one or more of the following events occurs: 

1. The leave terminates prior to the agreed upon date; 
2. The Policy terminates [or Your employer ceases to be [an Affiliated employer of] the Policyholder]; 
3. You or the Policyholder fail to pay premium when due; or 
4. The Policy no longer insures Your Eligible Class.] 

 
[When will Coverage end for Your Dependent? 

Your Dependent's insurance under the Policy will terminate at 11:59 p.m. at the main office of the Policyholder on the 
earliest of the following dates:  

1. The date the Policy terminates;  
2. [The [date][last day of the month] the Dependent ceases to be an Eligible Dependent] or [if the Dependent 

ceases to be an Eligible Dependent, the earliest of: 
a. the [date][last day of the month] the Dependent reaches his or her maximum age under the Policy; or 
b. the [last day of the month] following a [1,2,3] year period of time from the date the Dependent lost 

eligibility];  
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3. The [date][last day of the month] in which You cease to be insured under the Policy, [unless Benefits are 
extended under the “Will Benefits be extended beyond the termination date for any reason?” provision 
noted below]; 

4. The [date][last day of the month in which] You cease to be in an Eligible Class for Dependent Coverage; 
5. The last day of the period for which premium was paid, if a premium is not paid when due; 
6. The [date][last day of the month] We receive written notice from You or the Policyholder telling Us to terminate 

Coverage on any Dependent or the date requested in that notice, whichever is later; 
7. The [date] the Policy is changed to end the insurance for Your Eligible Class; 
8. [The [date] that the Dependent enters full-time active duty in the armed forces of any country or international 

authority]; 
9. [For Your Dependent Spouse [the [last day of the month following][date of][Your][His] [60th, 65th, 70th, 75th] 

birthday; 
10. [The [date][last day of the month in which] You retire;]  
11. The date of Your death, [unless Benefits are extended under the “Will Benefits be extended beyond the 

termination date for any reason?” provision noted below].] 
 

[Handicapped Dependent Children:  Insurance will continue for a handicapped Child who is incapable of sustaining 
employment by reason of mental retardation or physical disability, who became so incapaciated prior to the attainment 
of nineteen (19) years of age and who is cheifly dependent on the Covered Person for support and maintenance.  
Coverage shall not terminate but shall continue as long as the coverage of the Covered Person remains in force and 
so long as the dependent remains in such condition. ] 

 
[Notice Required When Your Coverage Terminates:  We must be informed within [30, 31, 45,60, 90] days of the date 
Your Coverage terminates for any reason. Failure to provide timely notice will not continue Your insurance past the 
time it would have otherwise ended as provided above. In the event Premiums have been paid to Us on Your behalf 
after Your Coverage should have terminated, We will refund the Premium for the period for which Premiums were 
paid in error up to a maximum of [1, 2, 3] Policy months [or to the last Policy Anniversary, whichever is less]. If We are 
not notified that Your Coverage is terminated and We pay any Benefits for Your Covered Expenses incurred after the 
date Your Coverage terminated, [the full amount of those Benefits will be considered an overpayment which must be 
repaid to Us][or You will be responsible for payment of all Premiums due through the Policy month in which Benefits 
were paid].]  
 

[What happens to Your insurance when You retire? 
As a retiree, You are eligible for insurance under the terms of the Policy if You were Actively at Work and covered for 
insurance on the day immediately preceding the date of Your retirement and You have retired in accordance with the 
Policyholder’s retirement plan.]   
 

[Will Benefits be extended beyond the termination date for any reason? 
If Your insurance ends while a Covered Person is in the process of having dental work completed under this Policy, 
there will be an additional [30, 31,45,60, 90, 120, 180] days for completion if: 

1. the dental expense is incurred while insured under this benefit; and 
2. the dental procedure is completed within [30,31,45, 60, 90, 120 180] days after Coverage terminates.   

 
[If, for any reason other than death, You cease to be insured under this Policy, Benefits for Orthodontia Services will 
be paid to the date Your Coverage terminates.  The final payment will be determined on a pro rata basis.]  In the event 
of Your death, Covered expenses, [including orthodontic expenses] for Your Covered Dependents will continue [at no 
charge] until the earliest of: 

1. the [date][last day of the month] the Covered Dependent ceases to be an Eligible Dependent; or 
2. the date Your Covered Dependent becomes insured under another group dental plan; or 
3. the date the Policy terminates; or  
4. [the first of the month following] one month from the date of Your death. 

 
If a Dependent Child no longer meets the definition of a Dependent, Benefits for Orthodontia Services will continue to 
be paid, according to the terms of this Policy, as long as: 

1. the active orthodontic appliance was first placed while the Dependent Child was covered; and 
2. the Dependent Child continues to receive orthodontic treatment; and 
3. Your Coverage under this Policy continues.]] 

 
[What happens if You return to [Active Work][eligible status]? 
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[After release from active duty:  If Your insurance or Your Eligible Dependent’s insurance ends due to Your being 
called or ordered to full-time active duty in the armed forces of any country or international authority, such insurance 
will be reinstated without any Eligibility Waiting Period when You return to Active Work.] 
 
[After [termination of employment][or][loss of eligibility]:  If You [return to Active Work] [or] [meet the definition of 
Eligible Person] [within the same Plan Year][but no more than][[within] [30,31,45 60, 90, 120,180] days of the date 
Your Coverage terminated][within the same Plan Year], You may [become an Insured Person][re-enroll for insurance 
under this Policy].  [We will waive the Eligibility Waiting Period and give You and Your Covered Dependents credit for 
any portion of the [Deductible] [and] [Benefit Waiting Period] satisfied prior to termination.]]] 
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[TAKEOVER OF EXISTING COVERAGE 
 
How are Benefits paid differently if this is a Takeover Benefit plan? 

The following provisions are applicable if this dental plan is replacing an existing group dental plan in force (referred to 
as “Prior Plan”) at the time of application. These are called “Takeover Benefits.”  The Schedule of Benefits shows if 
Takeover Benefits apply. 
 
Benefit Waiting Period Credit:  When We immediately take over an entire dental group from another insurance 
company, those Covered Persons of the Prior Plan on the day immediately prior to the takeover Effective Date will 
receive Benefit Waiting Period credit if they are eligible for Coverage on the Policy Effective Date of Our plan [and 
were covered under the Prior Plan continuosly for a [6, 12, 18, 24 ] month period].  The Benefit Waiting Period credit 
does not apply to new Insured Persons, Eligible Dependent add-ons, Late Entrants, or re-enrollees. 
 
[Deductible Credits  

1. [For Calendar Year Plans:  Deductible credits will be granted for the amount of Deductible satisfied under the 
Prior Plan during the current Calendar Year. ] 

2. [For Policy Year Plans:  The Deductible will begin anew on the Policy’s takeover Effective Date, which marks 
the start of a new Policy Year.  ]] 

 
[Plan Year Benefit Maximum  

1. [For Calendar Year plans:  All paid Benefits applied to the Plan Year Benefit Maximum under the Prior Plan 
will also be applied to Plan Year Benefit Maximum under this Certificate during the current Calendar Year.] 

2. [For Policy Year plans:  The Plan Year Benefit Maximum will begin anew on the policy’s takeover Effective 
Date, which marks the start of a new Policy Year.]] 

 
[If You had Coverage for Orthodontia Services for Your covered Dependent Children under the Prior Plan and You 
have Coverage for Orthodontia Services under this Certificate, We will not pay Benefits for expenses for Orthodontia 
Services unless: 

1. You submit proof that the Maximum Lifetime Benefit for Orthodontic Services for this Certificate was not 
exceeded under the Prior Plan; 

2. treatment for Orthodontia Services was started and bands or appliances were inserted while insured under 
the Prior Plan; and 

3. treatment for Orthodontia Services is continued for Your Covered Dependent under this Certificate.] 
 
[What is the Lifetime Maximum under this Takeover Benefit plan? 

If You submit the required proof, the Maximum Lifetime Benefit for treatment for Orthodontia Services, it will be the 
lesser of this Certificate’s Maximum Lifetime Benefit for Orthodontic Services or the Prior Plan’s Orthodontic Maximum 
Lifetime Benefit.  The Maximum Lifetime Benefit for Orthodontia Services payable under this Certificate will be 
reduced by the amount paid or payable under the Prior Plan.] 

 
[Does the Prior Carrier have any responsibility for treatment costs? 

The prior carrier is responsible for costs for procedures begun prior to the Effective Date of this Coverage.] 
 
[What if a Covered Person has had prior extractions? 

If:  
1. treatment is dentally necessary due to an extraction which occurred before the Effective Date of this 

Coverage while a Covered Person was covered under the Prior Plan; and  
2. treatment would have been covered under the Policyholder’s Prior Plan; then 

 
We will apply the expenses to this plan as long as they are Covered Procedures under both this Certificate and the 
Prior Plan.] 

 
[How is Coverage for treatment in progress handled? 

If a Covered Person was covered under the Prior Plan on the day before this Certificate replaced the Prior Plan, the 
Covered Person may be eligible for Benefits for treatment already in progress on the Effective Date of this Certificate.  
However, the expenses must be Covered Procedures under both this Certificate and the Prior Plan. This is subject to 
the following: 

 
Extension of Benefits under Prior Plan.  We will not pay Benefits for treatment if: 

1. the Prior Plan has an Extension of Benefits provision; 
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2. the treatment expenses were incurred under the Prior Plan; and 
3. the treatment was completed during the extension of Benefits. 

 
We will consider only the percentage of treatment completed beyond the extension period to determine any Benefits 
payable under this Certificate.]] 
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COVERAGE PROVISIONS 
 
What Benefits are provided to Covered Persons? 

Upon receipt of Proof of Loss that a Covered Person has incurred a Covered Procedure as shown in the Schedule of 
Covered Procedures, We will determine if Benefits are payable.   
 
Before we determine Benefits, the Covered Person must satisfy any Benefit Waiting Periods and the Deductible, if 
applicable.  We then pay the Percentage of Covered Expense, subject to the Plan Year Benefit Maximum, for 
Covered Procedures.   The Covered Procedure must be for:   

1. necessary dental treatments to a Covered Person while his or her Coverage under the Policy is in force; and 
2. treatment, which in Our opinion has a reasonably favorable prognosis for the patient.  

The procedure must be performed by a Provider.  
 
Additionally, the benefit payable is subject to the following: 

1. The Covered Procedure must start and be completed while the Covered Person’s Coverage is in force, 
[except as provided in the “Takeover of Existing Coverage” section of this Certificate]. 

2. Each Covered Procedure may be subject to specific Frequency Limitations, as shown on the Schedule of 
Covered Procedures. 

3. Other limitations and Exclusions that may affect Coverage are shown in the “Exclusions” section of this 
Certificate. 

 
A Covered Person may choose a Provider of his or her choice, and may choose the Services of a Provider who is 
either a Participating Provider or a Non-Participating Provider.  Benefits under this Certificate are determined and 
payable in either case.  If a Participating Provider is chosen, the Covered Person will generally incur less out-of-
pocket cost unless the Policyholder has selected an In-Network only plan [or if treatment is for Emergency Treatment].  
If a Covered Person must receive Emergency Treatment and an  In-Network or Participating Provider is not available 
to immediately treat the condition and a Non-Participating Provider is available to do the Emergency Treatment, We 
will pay Benefits as if the Emergency Treatment is provided by a Participating Provider.] 

 
[How does a Deductible affect a Covered Person’s Benefits? 

The Deductible is applied chronologically according to the dates on which the Covered Procedures on a Claim were 
processed by Us.  The amount of the Deductible is shown in the Deductible section of the Schedule of Benefits.] 

 
[How does a Benefit Waiting Period affect a Covered Person’s Benefits? 

If a Covered Procedure is started before the Benefit Waiting Period for that procedure ends, that procedure is not 
covered under the Policy.  If a Covered Person’s Coverage under the Policy ends and then the Person later becomes 
insured again, that Covered Person’s Effective Date is the most recent Effective Date unless stated otherwise in the 
Policy.  The Benefit Waiting Periods for Covered Procedures are listed in the Schedule of Covered Procedures.] [If 
You are a late enrollee, an additional 6 month Benefit Waiting Period will apply for Procedure Classes [B, C, D].] 

 
[Do You need a referral to see a Provider other than those indicated as Preferred Treatment Locations?   

You must first seek services from a Preferred Treatment Location (PTL).  If the PTLs cannot provide the service 
needed, You must obtain an initial referral that verifies that the services were not available at the PTL.  You are then 
free to seek services without penalty with a Provider outside of the PTL.  Expenses incurred for treatment rendered 
outside of a PTL for which no referral is obtained will be excluded from Coverage. 
 
A referral for outside care is necessary except under the following Conditions: 

1. Dental Emergency; 
2. When the PTL is closed [for 4 or more continuous days] due to official holidays or breaks; 
3. Dental care received when the Insured Person is more than [25-50] miles from campus; or 
4. Dental care obtained when the Insured is no longer able to use the PTL due to change in Student status. 

 
[A written referral from the PTL is required for any follow-up care, with a Provider other than the PTL, after Emergency 
services.]   
 
[Each written referral is valid for [30, 31, 45, 60, 90, 120, 180] days unless a greater time period is indicated on the 
referral form.] 
 
[A PTL referral does not constitute a guarantee of Benefits when treatment is provided outside the PTL.] 
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[Dependents are not eligible to use the PTL, and therefore, are exempt from the PTL referral requirement.]] 
 
[If Benefits are not paid at 100%, how does the Percentage of Covered Expense affect Benefits? 

The Percentage of Covered Expense is the percentage of the Covered Expense that We will pay for a Covered 
Procedure.  The percentage applicable to a Covered Person may vary by Covered Procedure and the length of time 
the Covered Person has been continuously covered for dental insurance.  The Percentage of Covered Expense for a 
Covered Procedure is shown in the Schedule of Benefits.] 

  
How are Covered Expenses determined? 

The Covered Expense is based on the Maximum Reimbursement for Your plan.  For Your plan, the Maximum 
Reimbursement is based on [CMAC][MAC][SAF][Billed Charges from a Preferred Treatment Location] and is shown in 
the Schedule of Benefits. 

 
Is there a Plan Year Maximum Benefit? 

The Plan Year Benefit Maximum is the maximum benefit payable by the Policy for all Covered Procedures completed 
in a Plan Year.  This maximum will apply even if a Covered Person’s Coverage is interrupted or if a Covered Person 
has been covered both as an Insured Person and as a Covered Dependent during a Plan Year.  The Plan Year 
Benefit Maximum is listed in the Schedule of Benefits. 

 
For purposes of Benefit payments, when does a procedure start? 

For benefit determination purposes, the following will define the date on which certain Covered Procedures will be 
deemed started for: 

1. Full Dentures or Partial Dentures, on the date the first impression is taken; 
2. Fixed Partial Dentures (including Maryland Bridges), Crowns, Inlays, Onlays and other laboratory prepared 

restorations, on the date the teeth are first drilled down to receive the restoration; 
3. Root Canal Therapy, on the date the pulp chamber is first opened; 
4. Periodontal Surgery, on the date the surgery is actually performed; and 
5. all other treatment, on the date the Service is performed. 

 
[Note: If Orthodontia Services are covered, see the Schedule of Covered Procedures in the Schedule of Benefits for 
Start Dates.] 

 
For purposes of Benefit payments, when is a procedure completed? 

For benefit determination purposes, the following will define the date on which certain Covered Procedures will be 
deemed completed for: 

1. Root Canal Therapy, on the date the canals are permanently filled; 
2. Fixed Partial Dentures (including Maryland Bridges), Crowns, Inlays, Onlays, and other laboratory prepared 

restorations, on the date the restoration is permanently cemented in place; 
3. Dentures and Partial Dentures, on the date that the final completed appliance is first inserted in the mouth  

(However, no denture or partial denture will be considered completed unless and until it is accepted by the 
patient.); and 

4. all other treatment, on the date the procedure is started. 
 

[Note:  If Orthodontia Services are covered, see the Schedule of Covered Procedures in the Schedule of Benefits  for 
Completion Dates.] 

 
When does a Covered Person have to obtain a Pre-estimate for the cost of the Procedure? 

Whenever the charge for any treatment is expected to exceed [$100-$1,000], We suggest that the Treatment Plan be 
submitted to Us by the Provider for review before treatment begins.  The Treatment Plan should be accompanied by 
supporting pre-operative X-rays and any other appropriate diagnostic materials that We or Our dental consultants 
request. 
 
We will notify the Covered Person’s attending Provider of the estimated Benefits payable based upon the Treatment 
Plan.  In determining the amount of Benefits payable, consideration will be given to alternate procedures that may 
accomplish a professionally satisfactory result.  We will pay a benefit toward the cost of the more expensive procedure 
or material, but payment will be limited to the Benefits payable for Covered Expenses for the least costly Service.  We 
will not pay the excess amount. 

 
Are alternative Benefits acceptable or required? 

There is often more than one Service that can be used to treat a dental problem or disease.  In determining the 
Benefits payable on a Claim, different materials and methods of treatment will be considered.  The amount payable 
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will be limited to the Covered Expense for the least costly Service, which meets broadly accepted standards of dental 
care as determined by Us.  The Covered Person and his or her Provider may decide on a more costly procedure or 
material than We have determined to be satisfactory for the treatment of the condition.  We will pay a benefit toward 
the cost of the more expensive procedure or material, but payment will be limited to the Benefits Payable for Covered 
Expenses for the least costly Service.  We will not pay the excess amount.  

 
What if multiple dental Services are performed at the same time? 

When certain complicated dental Services are performed and other less extensive Services are performed at the 
same time, they will be considered component parts of the primary Service.  For benefit purposes under the Policy, 
these less extensive Services are considered to be integral components of the primary Service.  Even if the Provider 
bills separately for the primary Service and each of its component parts, the total Benefit payable for all related 
charges will be limited to the Benefits payable for Covered Expenses for the primary Service. 
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[PORTABILITY OF INSURANCE 
 

May You continue insurance after termination of eligibility? 
Portability of insurance is the continuation of [some or all of] [the Policy's] Coverage after termination of Your 
employment or eligibility under Your Eligible Class while the Policy is in force.  The premium for the Portable coverage 
will be determined by the Policy type, Your risk classification, [Your location], and Our published rates in effect.  
[Premium rates will increase [annually on Your date of birth].]  You must pay the Premium for the Portable coverage 
directly to Us.  You must apply for, and be eligible for, this coverage pursuant to the following terms of this provision.   

 
[Portable coverage is not available for Covered Dependent’s Coverage.][Portable coverage is not available for 
Covered  Dependent Child(ren)]] 

 
Who may become insured? 

The Eligible Class or Eligible Classes of persons who may be insured under this provision are all of those who satisfy all 
of the following conditions. 

1. [[You] were insured by Us [for at least [3,6,12,18,24] months].] 
2. [Your] [Covered Person’s] insurance provided by the other terms of the Policy terminated due to [termination of 

Your employment][or] termination of [Your] Eligible Class of Coverage prior to termination date of the Policy. 
3. [[You] are under [60, 65, 70, 75] years of age.] 
4. [You have not attained [Your] Retirement Date].] 
5. [Your [Covered Dependent Spouse][Dependents] will also be allowed to apply for Portable coverage so long as 

You elect Portable coverage and the Dependent(s) insured under the Policy are [under [60, 65, 70, 75] years of 
age, and are] otherwise eligible under the Eligible Dependent Definition.] 

 
How and when insurance will continue? 

[You] must elect by Written application to continue coverage under [this provision][the Group Portable Insurance Trust 
Policy] within the [30, 31, 45, 60, 90] day period immediately following the date on which [Your] insurance terminated. 
 
If [Your] premium and application are received by Us within this period, Portable coverage will take effect on the [31st, 
32nd, 46th, 61st, 91st] day immediately following the date of termination. 
 
An application to become insured must be completed on a form approved for that purpose by Us.  It must be received by 
Us at Our [Home Office][Administrative Office] within the [30, 31, 45, 60, 90] day time period. 

 
How much insurance is Portable Coverage? 

The amount of insurance and Benefits applicable to [You] [and Your Covered Dependents] will be the same Benefits  
that [You] [and Your Covered Dependents] had under the Policy on the date that insurance under the Policy terminated.  
The amount of insurance and Benefits are shown on the [Certificate][coverage statement] that We will issue to [You]. 
 
No amount or type of coverage will be eligible to be continued under this Portability option unless such amount and 
type of coverage is elected on the initial Written application for Portable coverage.  No amount or type of coverage 
may be included in the Portable coverage if [You] [or Your Dependent] were not insured for the same amount and 
type of coverage at the time [Your] employment or eligibility under the Policy [would otherwise have] terminated and 
[You] became eligible for Portable coverage. 

 
Will there be Premium rate changes for Portable Coverage? 

We may change premium rates for Portable coverage at any time for reasons which affect Our risk assumed, 
including but not limited to the following: 

1. Changes occur in the coverage levels. 
2. Changes occur in the overall use of Benefits by all Covered Persons. 
3. Changes occur in other risk factors. 
4. A new law or change in existing law occurs which affects the risk assumed. 
 

The change in premium rates will be made on a class basis according to Our underwriting risk assessments.  We will 
notify [You] [in Writing] at least [30, 31, 45, 60, 90] days before a premium rate is changed.] 

 
When do Portable Coverage and Portable Coverage Eligibility end? 

Any Portable coverage in effect, and all eligibility for new Portable coverage ends on the earliest date shown below: 
1. On the last day of the period for which premiums have been paid in accordance with the Grace Period; 
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2. [On the day before [You] enter full-time active duty in the armed forces of any country or international 
authority;] 

3. On the date on which [You] request, [in Writing,] to have the insurance terminated; 
4. [On the date [You] attain Your Retirement Date;] 
5. [[3, 12, 18, 24, 36, 48, 60] months from the effective date of the Portable coverage;] 
6. [On Your  [60th, 65th, 70th,  75th]] birthday;] or 
7. [On the date of the termination of the Policy[the Group Portable Insurance Trust Policy].] 

 
[Any Dependent's Portable coverage in effect, and all eligibility for new Dependent Portable coverage ends on the 
earliest date shown below: 

1. On the last day of the period for which premiums have been paid in accordance with the grace period; 
2. [On the day before the Dependent enters full-time active duty in the armed forces of any country or 

international authority;] 
3. On the date on which You ask to have the insurance on Your Dependents terminated; 
4. On the date on which the Dependents insurance under the Policy is no longer in force; 
5. When the Dependent ceases to be an Eligible Dependent as defined under the [Policy][in the Group Portable 

Insurance Trust Policy]; 
6. On termination of Your insurance under the [Policy][the Group Portable Insurance Trust Policy]; or 
7. Upon Your death.] 

 
[You] or [Your] legal representative must notify Us [in Writing] within [30,31, 45, 60, 90] days after the date on which an 
event described above occurs. 
 
Portable coverage that has been terminated cannot be reinstated.   
 
[If You elect Portable coverage and You again become [an Eligible Person] of the Policyholder, Your Portable coverage 
will end when You become eligible under [the Policyholder’s Policy].] 

 
Definitions for Portability provision: 
 

[Group Portable Insurance Trust Policy:  The trust policy under which the Portable coverage is issued.  
Provisions of the Portable Insurance Trust Policy may differ from the provisions of Your Policyholder’s 
Policy.]   
 
[Grace Period:  With respect to payment of each premium, the [30, 31, 45, 60, 90] days after the date on which it is 
due.  The Portable coverage will remain in force during the Period of grace unless terminated in accordance with the 
Policy termination provision.  In any event, premiums are payable for any period of grace during which the Portable 
coverage continues in force.] 
 
Retirement Date:  The date You [or Your Covered Dependent] [begin receiving retirement benefits which You are 
eligible to receive as a result of past employment, whether or not the retirement benefits were funded in whole or in 
part by a previous employer.  This also includes retirement income from any federal, state, municipal or association 
plan][attain normal retirement age under the 1983 United States Social Security Act, and any amendments thereto]. 
 
Portable Coverage:  The insurance coverage provided, if applicable, by the [Portability of Insurance 
provision][Group Portable Insurance Trust Policy].] 
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[CONTINUATION OF COVERAGE 
 

[COBRA (Consolidated Omnibus Budget Reconciliation Act) 
 

Continuation Coverage under COBRA:  Continuation applies only to employers which are subject to the provisions of 
COBRA.  You should contact the Policyholder's plan administrator to determine if You are eligible to continue 
Coverage under COBRA or under the “State Law Continuation” provision.  We are not obligated to provide 
continuation Coverage to a Covered Person if the Policyholder or its designated plan administrator fails to perform its 
duties under federal law.  These duties include but are not limited to:  

1. notifying the Covered Person in a timely manner of the right to elect continuation Coverage; and  
2. notifying Us in a timely manner of the Covered Person's election of continuation Coverage.  

 
We are not the Policyholder's designated plan administrator and do not assume any duties of a plan administrator 
pursuant to federal law.  
 
If You chose continuation coverage under a Takeover Benefit plan which was replaced by this Policy, Your continued 
coverage shall terminate on the first to occur of: 

1. the date scheduled under the Prior Plan; or 
2. in accordance with the terminating events stated below. 

 
Qualifying Events for COBRA Continuation Coverage:  If Your Coverage terminates due to one of the following 
qualifying events, You are entitled to continue Coverage.  You may elect the same Coverage that You had at the time 
of the qualifying event.  Qualifying Events are:  

1. Your termination of employment with the Policyholder or reduction of hours, for any reason other than gross 
misconduct; or  

2. Your death; or  
3. a Covered Person’s  divorce or legal separation; or  
4. a Dependent Child's loss of eligibility; or  
5. entitlement of the Eligible Person to Medicare benefits; or  
6. for You, if retired,  and Your Covered Dependents, the filing of Chapter 11 bankruptcy by the Policyholder; or 
7. full-time active duty in the armed forces of any country or international authority. 

 
COBRA notification requirements and election period:  The Covered Person must notify the Policyholder's designated 
plan administrator within sixty (60) days of his or her divorce, legal separation or loss of eligibility as a Dependent.  
Continuation must be elected by the later of:  

1. 60 days after the qualifying event occurs; or  
2. 60 days after You receive notice of the continuation right from the Policyholder's designated plan 

administrator.  
 

You must pay the initial Premium due to the Policyholder's designated plan administrator within forty-five (45) days 
after electing continuation.  Your monthly Premium under COBRA may exceed the premium rate for the dental plan 
under the Policy. 
 
Terminating events for COBRA continuation coverage:  COBRA continuation under the Policy will end on the earliest 
of the following dates:  

1. 18 months from the date continuation began, if Your Coverage ended because employment was terminated 
or hours were reduced as described above.  If You are disabled at any time during the first 60 days of 
COBRA coverage, beginning on the day after termination of employment or reduction in hours, continuation 
Coverage may be extended to a maximum of twenty-nine (29) months.  You must give notice of Your 
disability within 60 days after the determination of the disability, and in no event later than the end of the first 
18 months, in order to extend Coverage beyond 18 months.  If You provide such notice, Your Coverage may 
be extended up to a maximum of 29 months from the date of such qualifying event or until the first month that 
begins more than 30 days after the date of any final decision that You are no longer disabled.  If You are 
disabled but have non-disabled family members who are entitled to COBRA continuation coverage, those 
non-disabled family members are also entitled to the 29 month disability extension.  You must provide notice 
of any final determination that he or she is no longer disabled within 30 days of such determination;  

2. 36 months from the date continuation began for a Dependent whose Coverage ended because of Your death, 
divorce or legal separation from You, loss of eligibility by a Dependent Child or entitlement of the Eligible 
Person to Medicare benefits, in accordance with Qualifying Events described in items 2-6 above; 

3. The date Coverage terminates under the Policy for failure to make timely payment of the Premium; 
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4. The date coverage is obtained under any other Group health plan.  If such coverage has a limitation or 
exclusion with respect to a Covered Person's pre-existing condition, continuation will end on the date such 
limitation or exclusion ends.  The other Group health coverage shall be primary for all health care except 
health care which is subject to the pre-existing condition limitation or exclusion.  If the other Group health 
plan's pre-existing condition limitations or exclusions cannot be applied because of the restrictions under the 
Health Insurance Portability and Accountability Act of 1996, then COBRA continuation will end on the date 
You became covered under the other Group health plan;  

5. The date a Covered Person becomes entitled to Medicare, except that this will not apply if the Coverage was 
terminated because the Policyholder filed for bankruptcy, in accordance with Qualifying Event in item 6 
above;  

6. The date the Policy terminates; or 
7. The date Coverage would otherwise terminate under the Policy. 

 
If Your Coverage ended because employment was terminated or hours reduced as described in item 1 of Qualifying 
Events and during the 18 month continuation period a second Qualifying Event occurs, Your Coverage may be 
extended up to a maximum of 36 months.  The 36 month period starts from the date Coverage ended due to the first 
Qualifying Event.  If You are entitled to continuation because the Policyholder filed for bankruptcy, as described in 
item 6 of the Qualifying Events and You, if retired, dies during the continuation period, the Dependents are entitled to 
continue Coverage for 36 months from the date of death.  Terminating events 2-7 above shall apply during any 
extended continuation period.  
 
A Dependent whose continuation Coverage terminates because the Eligible Person becomes entitled to Medicare 
should contact the Policyholder's designated plan administrator for information regarding an extension of continuation 
Coverage for an additional period of time.] 

 
[State Law Continuation 
     

Eligibility for state continuation coverage:  If Your Coverage under the Policy would otherwise terminate due to 
involuntary termination of employment, You and Your Covered Dependents are entitled to continue Coverage if all the 
following criteria apply:  

1. You were continuously covered under the Policy (or under the Policy and any similar Group plan which was 
replaced by this Policy) for the entire 3 month period before the termination of employment; and  

2. You are entitled to unemployment compensation benefits at the time of the termination of employment; and  
3. You are not and do not become covered by or eligible for coverage by Medicare; and  
4. You are not and do not become covered under any other Group health plan. 

 
Notification requirements and election period under state law:  The Policyholder must notify You of the right to 
continue Coverage at the time the Policyholder notifies You of the termination of employment.  
 
You must file a written election of continuation with the Policyholder and pay the first month's Premium for continued 
Coverage no later than:  

1. [10] days after the date Your Coverage would otherwise terminate, if the Policyholder notified You of the right 
of continuation prior to such date; or  

2. [10] days after the Policyholder notifies You of the right of continuation, if the notice is given after the date on 
which Your Coverage would otherwise terminate; or  

3. [31] days after the date his or her Coverage would otherwise terminate, if the Policyholder fails to tell You of 
the right of continuation. 

 
Terminating events for state continuation coverage:  Continuation Coverage under the Policy will end on the earliest of 
the following dates:  

1. The date You cease to be eligible for continuation as described in this provision; 
2. 6 months from the date continuation began;  
3. The date Coverage terminates under the Policy for Your failure to make timely payment of a required 

Premium;  
4. The date the Policy terminates; or  
5. the date Coverage would otherwise terminate under the Policy.]] 
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CLAIM PROVISIONS 
 
Submitting Claims and Receiving Reimbursement 

How to submit a claim:  Written notice of claim must be given to Us within 30 days after the date of loss. [The 
Claimant or You may use standard American Dental Association (ADA) approved Claim forms supplied by Your 
Provider or You may request forms from Us.  Upon receipt by Us of the request for claims forms,  We will send Claim 
forms to the Claimant or You.  If such forms are not sent to You or the Claimant within [10-365] days, You or the 
Claimant will meet the Proof of Loss requirements below if We are given written proof of the nature and extent of the 
loss including the treatment performed in terms of the ADA Uniform Code on Dental Procedures and Nomenclature or 
by narrative description.]  We reserve the right to request x-rays, narratives and other diagnostic information, as we 
see fit, to determine Benefits. 
 
When to submit a claim:  Proof of Loss must be provided within [30,31,45,60,90,120,180] days from the date of loss to 
file written Proof of Loss.  We will not deny or reduce any Claim filed after [30,31,45,60,90,120,180] days from the 
date of loss if: 

1. it was not reasonably possible to file the Claim within that [30,31,45,60,90,120,180] day period. 
2. the Claim is filed as soon as it is reasonably possible. 

 
In any event, Proof of Loss must be given to Us [in a reasonable time.] [within [1,2,3] year after it is due, unless You 
are legally incapable of doing so.] 
 
What if additional information is required?  If the Proof of Loss provided does not contain all necessary information or 
is not on an appropriate Claim Form, forms for filing Proof of Loss will be sent to the Claimant along with a request for 
the missing information.   
 
When will the Claim be paid?  After receiving written Proof of Loss and Premium payment, We will pay all Benefits 
then due for dental Claims directly to [You][or][Your Provider].  We will pay all Claims or any portion of any Claims 
within 30 if the claim was submitted electronically, or within 45 days if the claim was submitted by other means, or as 
required by Your state, after receipt of the Claim.  If a Claim or a portion of a Claim is contested by Us, You shall be 
notified in writing, that the Claim is contested or denied, within  30 days after receipt of the Claim by us.  The notice 
that a Claim is contested shall identify the contested portion of the Claim and the reasons for contesting the Claim.  
Upon receipt of the additional information requested from You, We shall pay or deny the contested Claim or portion of 
the contested Claim, within 30 days.  [We shall not pay or deny any Claim later than 30 days after receiving the 
Claim.]  We will, upon request, provide to You an estimate of the amount We will pay for a particular dental Service.  

All payments made to or by Us will be made in United States dollars. 
 
What if there is an overpayment of Benefits?  We reserve the right to deduct from any Benefits properly payable under 
this Policy the amount of any payment that has been made: 

1. in error; or 
2. pursuant to a misstatement contained in a Proof of Loss; or 
3. pursuant to fraud or misrepresentation made to obtain coverage under this Policy within [1,2,3] years after the 

date such Coverage commences; or 
4. with respect to an ineligible person; or 
5. pursuant to a Claim for which benefits are recoverable under any Policy or act of law providing coverage for 

occupational injury or disease to the extent that such benefits are recovered. 
 
Such deduction may be against any future Claim for Benefits under the Policy made by an Insured Person if Claim 
payments previously were made with respect to an Insured Person. 

 
[Coordination of Benefits (COB) 

What if a Covered Person has more than one plan covering similar procedures?  When a Covered Person has dental 
coverage under more than one Plan, as defined below, the benefits payable between the Plans will be coordinated.   

 
Benefit Coordination:  Benefits will be adjusted so that the total payment under all Plans is no more than 100 percent 
of the Insured’s Allowable Expense. In no event will total benefits paid exceed the total payable in the absence of 
COB.  

 
If a Covered Person’s Benefits paid under this Plan are reduced due to COB, each benefit will be reduced 
proportionately.  Only the amount of any benefit actually paid will be charged against any applicable Plan Year Benefit 
Maximum. 
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Order of Benefit Determination: 

1. When this is the Primary Plan, We will pay Benefits as if there were no other Plans.  
2. When a person is covered by a Plan without a COB provision, the Plan without the provision will be the 

Primary Plan.  
3. When a person is covered by more than one Plan with a COB provision, the order of benefit payment is as 

follows:  
a. Non-Dependent/Dependent. A Plan that covers a person other than as a Dependent will pay before a Plan 

that covers that person as a Dependent.  
b. Dependent Child/Parents Not Separated or Divorced. For a Dependent Child, the Plan of the parent whose 

birthday occurs first in the Calendar Year will pay benefits first. If both parents have the same birthday, 
the Plan that has covered the Dependent Child for the longer period will pay first. 

c. Dependent Child/Separated or Divorced Parents. If two or more Plans cover a person as a Dependent of 
separated or divorced parents, benefits for the Child are determined in the following order:  
i. The Plan of the parent who has responsibility for providing insurance as determined by a court order;  
ii.  The Plan of the parent with custody of the Child; 
iii. The Plan of the spouse of the parent with custody; and 
iv. The Plan of the parent without custody of the Child. 

d. Dependent Child/Joint Custody: If the joint custody court decree does not specifically state which parent is 
responsible for the Child’s medical expenses, the rules as shown for Dependent Child/Parents Not 
Separated or Divorced shall apply. 

e. Active/Inactive Employee. The Plan which covers the person as an employee who is neither laid off nor 
retired (or as that employee’s Dependent) is Primary over the Plan which covers that person as a laid off 
or retired employee. If the other Plan does not have this rule, and as a result, the Plans do not agree on 
the order of benefits, this rule is ignored.  

f. Longer/Shorter Length of Coverage. When an order of payment is not established by the above, the Plan 
that has covered the person for the longer period of time will pay first.  
 

Right to Receive and Release Needed Information:  We may release to, or obtain from, any other insurance company, 
organization or person information necessary for COB.  This will not require the consent of, or notice to You or any 
Claimant. You are required to give Us information necessary for COB. 

 
Right to Make Payments To Another Plan:  COB may result in payments made by another Plan that should have been 
made by Us. We have the right to pay such other Plan all amounts it paid which would otherwise have been paid by 
Us. Amounts so paid will be treated as benefits paid under this Plan. We will be discharged from liability to the extent 
of such payments.  

 
Right to Recovery:  COB may result in overpayments by Us. We have the right to recover any excess amounts paid 
from any person, insurance company or other organization to whom, or for whom, payments were made. 

 
Definitions Related to Coordination of Benefits 

 
Allowable Expense:  An expense that is considered a covered charge, at least in part, by one or more of the 
Plans.  When a Plan provides benefits by services, reasonable cash value of each service will be treated as both 
an Allowable Expense and a benefit paid.   
 
Coordination of Benefits:  Taking other Plans into account when We pay benefits. 
 
Plan:  Any plan, including this one that provides benefits or services for dental expenses on either a group or 
individual basis. “Plan” includes group and blanket insurance and self-insured and prepaid plans. It includes 
government plans, plans required or provided by statute (except Medicaid), and no fault insurance (when allowed 
by law). “Plan” shall be treated separately for that part of a plan that reserves the right to coordinate with benefits 
or services of other plans and that part which does not.  
 
Primary Plan:  The Plan that, according to the rules for the Order of Benefit Determination, pays benefits before 
all other Plans. 
 
Year:  The [Calendar Year] [Plan Year], or any part of it, during which a person claiming benefits is covered under 
this Plan.] 
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COMPLAINT AND APPEAL PROCEDURES 
 
What if You have questions about your Benefits or Claim payments? 

If You have any questions about Your Benefits, a specific Claim payment, or denial, You should contact Us in writing 
or by telephone within 30 days. 

 
What if You don’t agree with a Claim denial? 

If We send You a written statement denying Your Claim in whole or in part, You may submit a written appeal to Us 
that outlines Your concerns and Your efforts to resolve the matter.   The appeal must be filed within [30,31,45,60,90, 
120,180] days of the receipt of denial.  A written decision with respect to the appeal shall be sent to You within [30, 
31,45,60,90,120,180 ] days after its receipt, unless special circumstances exist which require additional time, in which 
case a written decision with respect to the appeal will be sent to You as soon as possible. 
 

Please send to: 
[TPA Address] 
 

If You are not satisfied by the appeal response or for any reason, You may write to the State of [Ohio Department of 
Insurance.]  Describe the circumstances and Your complaint. 
 

Please send to: 
[State of Ohio Department of Insurance 
2100 Stella Court 
Columbus, Ohio  43266-0566] 



NSHDTL 2500 AR Page [ 27] of [31]  12/11/08 

EXCLUSIONS 
 
No Benefits are payable under the Policy for the Services listed below.  In addition, the Services listed below will not be 
recognized toward the satisfaction of any Deductible: 
 

1. Any Services which are not included in the Schedule of Covered Procedures;  
2. Any Service started or appliance installed before the Effective Date or after the Termination Date, except in those 

instances noted in this Certificate; 
3. Any Service, which may not reasonably be expected to successfully correct the patient's dental condition for a 

period of at least [1-5] years, as determined by Us; 
4. Any procedure We determine is not necessary, does not offer a favorable prognosis, does not have uniform 

professional endorsement or is experimental in nature; 
5. Crowns, inlays, onlays, cast restorations, or other laboratory prepared restorations on teeth, which may be 

satisfactorily restored with an amalgam or composite resin filling; 
6. [Any treatment which is elective or primarily cosmetic in nature and not generally recognized as a generally 

accepted dental practice by the American Dental Association, as well as any replacement of prior cosmetic 
restorations unless such procedure is listed in the Schedule of Covered Procedures;] 

7. Appliances, Services or procedures relating to:   
a. the change or maintenance of vertical dimension; 
b. restoration of occlusion (unless otherwise noted in the Schedule of Covered Procedures—only for occlusal 

guards); 
c. splinting;  
d. correction of attrition, abrasion, erosion or abfraction; 
e. bite registration; or 
f. bite analysis; 

8. Replacement of bridges [unless the bridge is older than the age allowed in the Schedule of Covered Procedures 
and cannot be made serviceable]; 

9. Replacement of full or partial dentures unless the prosthetic appliance is older than the age allowed in the 
Schedule of Covered Procedures and cannot be made serviceable; 

10. Replacement of crowns, inlays or onlays unless the prior restoration is older than the age allowed in the Schedule 
of Covered Procedures and cannot be made serviceable; 

11. [For Orthodontia Services [unless otherwise listed as a Covered Procedure in the Schedule of Covered 
Procedures];] 

12. [Services provided for any type of temporomandibular joint (TMJ) dysfunctions, muscular, skeletal deficiencies 
involving TMJ or related structures, myofascial pain unless such procedure is listed as a Covered Procedure in 
the Schedule of Covered Procedures;] 

13. [Charges for implants of any type, and all related procedures, removal of implants, precision or semi-precision 
attachments, denture duplication, overdentures and any associated surgery, or other customized Services or 
attachments unless such procedures are listed as Covered Procedures in the Schedule of Covered Procedures;] 

14. Athletic mouth guards; myofunctional therapy; treatment for malignancies, cysts and neoplasms; failure to keep 
scheduled appointment; charges for completion of Claim forms, infection control; precision or semi-precision 
attachments; denture duplication; oral hygiene instruction; separate charges for acid etch; charges for travel time; 
transportation costs; professional advice; treatment of jaw fractures; orthognathic surgery; exams required by a 
third party other than Us, personal supplies (e.g., water pik, toothbrush, floss holder, etc.); or replacement of lost 
or stolen appliances; 

15. Prescription drugs, premedication, pharmaceuticals[, or analgesia]; 
16. Dental disease, defect or injury caused by a declared or undeclared war or any act of war or terrorism or taking 

part in an insurrection or riot; the commission or attempted commission of a crime; an intentionally self-inflicted 
injury or attempted suicide while sane or insane; 

17. Dental treatment not approved by the American Dental Association or which is clearly experimental in nature; 
18. Any charge for a Service for which benefits are available under Worker’s Compensation or an Occupational 

Disease Act or Law, even if You did not purchase the coverage that is available to You; 
19. Any charge for a Service performed outside of the United States other than for Emergency Treatment.  Benefits 

for Emergency Treatment performed outside of the United States are limited to a maximum of [$50-$500] per Plan 
Year; 

20. The initial placement of a removable full denture or a removable partial denture unless it includes the replacement 
of a Natural Tooth extracted while the Person is insured under the Policy; 

21. The initial placement of a fixed partial denture including a Maryland Bridge, unless it includes the replacement of a 
Natural Tooth extracted while the Person is insured under the Policy, provided that tooth was not an abutment to 
an existing partial denture.  Frequency Limitations for replacement of Dentures and bridges are stated in the 
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Schedule of Covered Procedures.  Benefits are payable only for the replacement of those teeth which were 
extracted while the Person was insured under the Policy;  

22. The replacement of teeth beyond the normal complement of 32;  
23. The replacement of an existing removable partial denture with a fixed partial denture unless upgrading to a fixed 

partial denture is essential to the correction of the Covered Person's dental condition;  
24. [Local anesthetic, including light anesthetic, as a separate fee]; 
25. Any Treatment Plan which involves full-mouth reconstruction by the removal and reestablishment of occlusal 

contacts of 10 or more teeth with restorations, crowns, onlays, inlays, fixed partial dentures, dentures, or any 
combination of these Services;  

26. Services with respect to congenital (hereditary) or developmental (before birth) malformations, except during the 
[15,31,45,60] day period immediately following the birth of Your Child, including but not limited to; cleft palate, 
maxillary and mandibular (upper and lower) malformations, enamel hypoplasia (lack of development), fluorosis, 
and anodontia; 

27. [Dental care paid for, required, or provided by or under the laws of a national, state, local or provincial 
government, or treatment furnished within a hospital or other facility owned or operated by a national or state 
government unless the Insured Person has a legal obligation to pay;] 

28. [Dental services performed in a hospital and related hospital fees;] 
29. [Services covered under an existing medical plan;] 
30. [The portion of an expense which is in excess of the reasonable charge;] 
31. [Fees associated with a cancelled or missed appointment;] 
32. [General anesthesia and I.V. sedation[, unless deemed medically necessary as determined by a professional 

consultant.  “Medically necessary” means that the general anesthesia and I.V. sedation is determined by Us to 
meet all of the following: 
a. Required to meet the health care needs of the Claimant; and 
b. Consistent (in scope, duration, intensity and frequency of treatment) with scientifically based guidelines of 

national dental or research organizations or governmental agencies accepted by Us; and 
c. Consistent with the diagnosis of the covered dental procedure; and 
d. Required for reasons other than the comfort or convenience of the Claimant; and 
e. Of demonstrated medical value and medical effectiveness.]] 

 
 
[Missing Teeth Limitation:  We will not pay benefits for replacement of teeth missing on a Covered Person’s Effective 
Date of insurance under this Certificate for the purpose of the initial placement of a full denture, partial denture or fixed 
bridge. In addition, In addition, such replacement will not be recognized toward the satisfaction of any Deductible.  
However, expenses for the replacement of teeth missing on the Effective Date will be considered for payment as follows: 

1. The initial placement of full or partial dentures will be considered a Covered Procedure if the placement includes 
the initial replacement of a Natural Tooth  extracted while the Covered Person is covered under the Group Policy; 

2. The initial placement of a fixed bridge will be considered a Covered Procedure if the placement includes the initial 
replacement of a Natural Tooth extracted while a Covered Person is covered under the policy.  However, the 
following restrictions will apply: 
a. Benefits will only be paid for the replacement of the teeth extracted while a Covered Person is covered under 

the Group Policy [or under the prior extraction provision in the “Takeover of Existing Coverage” section]; 
b. Benefits will not be paid for the replacement of other teeth which were missing on the Covered Person’s 

Effective Date. 
c. Missing teeth limitation will be waived after a Covered Person has been covered under the plan for [1-5] 

continuous years unless it is a replacement of an existing unserviceable prosthesis.] 
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GENERAL PROVISIONS 
 
Assignment 
You may assign the Benefits of the Policy to the Provider rendering dental Service.  You may not assign the Policy in any 
other way or to any other person.  We must be notified in Writing of the assignment.  The assignment will not be effective 
until we receive the Written notice.  We assume no responsibility for the validity of any assignment. 
 
Changes to Policy 
The Policy may be amended at any time by written agreement between the Policyholder and Us, without the consent of or 
notice to any other individual.  Any amendment to the Policy must be [in Writing] and be attached to it.  The amendment 
must bear the signature or a reproduction of the signature of Our President, a Vice President, or Secretary. 
 
[If an employee who is otherwise eligible for insurance is not Actively at Work on the Effective Date of the amendment, the 
effective date with respect to that employee will be on the date that he or she is again Actively at Work.  However, if the 
amendment reduces the amount of insurance to which the employee is entitled, the effective date will be the effective date 
of the amendment.] 
 
[Contestability of Coverage][Incontestability] 
We will not use misrepresentations made by You in a written application to contest the validity of the insurance with 
respect to which such statement was made, after such insurance has been in force prior to the contest for a period of two 
years during Your lifetime, unless the misrepresentations are fraudulent. This section does not prevent Us from using at 
any time a defense based on: 

1. non-payment of Premium; or 
2. any other provision of the Policy; or 
3. any other defense that is allowed by law. 

 
If You apply to add additional Covered Persons, the incontestable period with respect to newly added Covered Persons is 
for two years from such Covered Person’s effective date.  If You apply for increased Benefits under the Policy, We will not 
use misrepresentations made by You in a written application for such increase to contest the validity of the increased 
insurance with respect to which such statement was made, after such increase has been in force prior to the contest for a 
period of two years from the effective date of the increase. 
 
Errors 
You must be properly insured under the Policy. An error or omission by the Policyholder or by Us will not cause You to 
become Insured. An error or omission by the Policyholder or by Us will not cancel insurance that should continue nor 
continue insurance that should end. The requirements of the Policy must be properly met for any change in the amount of 
Your insurance to take effect.  We have the right to full recovery of any overpayments made.  Such reimbursement will be 
required regardless of whether the overpayment occurred due to an error by Us, or by You, or Your representative or 
beneficiary, or the Policyholder. 
 
Legal Actions 
No legal action may be brought against Us to recover Policy Benefits until at least [30, 31, 45, 60, 90] days after the 
required written Notice of Loss is submitted to Us.  No such action may be brought more than [1-10] years after the time 
written Proof of Loss is required by the Policy to be given. 
 
Misrepresentation 
Any statement You make in an application to become insured is a representation and not a warranty. No representation 
made by You in an application to become insured will be used to reduce or deny Your Claim or contest the validity of Your 
insurance unless: 

1. Your insurance would not have been approved except for Your misrepresentation; and 
2. Your misrepresentation is contained in a written instrument [Signed] by You; and 

We give You or Your representative a copy of the written instrument that contains Your  
 
Misstatement of Age or Fact 
If a Covered Person’s age or any other fact was misstated, We will use the correct facts to determine whether he or she is 
insured and if so, for what amount and duration.   We will adjust Premium rates to the Covered Person’s correct age.    We 
may make this change back to the date Coverage became effective based on the misstated information. 

 
Notice to Policyholder 
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Written notice given by Us to an authorized representative of the Policyholder shall be deemed notice to all affected 
Covered Persons in the administration of the Policy, including termination of the Policy and termination of individual 
Coverage under the Policy. 

 
Workers' Compensation Not Affected 
The Policy does not replace or change any requirement for coverage under workers' compensation insurance. 
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Underwritten by: 
 

NATIONWIDE LIFE INSURANCE COMPANY 
Home Office:  Columbus, Ohio 



SCHEDULE OF BENEFITS 
This Certificate Schedule of Benefits shows highlights of the coverage available under the Group Policy.  Final 
interpretation of all provisions and coverages will be governed by the Group Policy on file with Nationwide Life 
Insurance Company at its administrative office and with the Policyholder. 
 
[Policyholder: [Group Name]] 
 
[Policy Effective Date: [January 1, 2008]] 
 
[Policy Number: [111]] 
 
[Policyholder Address: [Address]]  
 
[Associated Companies [Company name(s)] 
 
[Insured Person: [ name]]   
 
[Certificate Effective Date: [January 1, 2007]] 
 
[Covered Dependents [named spouse, children, domestic partner]] 
 
[Covered Dependents Effective Date: [January 1, 2007]] 
 
[Initial Term: [12 Months]]    
 
[Eligible Classes:                                          [As defined by the Policyholder – insert eligibility requirements 

here]] 
 
[Eligibility Waiting Period: [[0, 30,60, 90, 180 days][0-3 months] from the first day of being 

Actively at Work] [[0, 30,60, 90, 180 days][0-3 months] from the 
Policyholder Effective Date if the person is a member in good 
standing on such date or [0, 30,60, 90, 180 days][0-3 months] 
following the date a person first becomes a member in good 
standing with the Policyholder] [during an open enrollment period 
agreed to by the policyholder and Us]] 

 
[Frequency of Premium Payment: [Weekly, Bi-weekly, Monthly, Quarterly, Semi-annually or Annually]] 
 
[Method of Premium Payment:  [Remitted by Policyholder to Us or Our Agent] [and/or] [Remitted by 

Insured   Person to Us or Our Agent]] 
 
[Premium Due Date: [1st thru 31st]] 
 
[Plan Year [Policy Year][Calendar Year]] 
 
Plan Type: [Indemnity: No Participating Provider Program network] or 
  [Preferred Treatment Location(s)] [and/or a] [Participating Provider 

Program:  [In and Out-of-Network Benefits][In-Network Benefit 
only]]  or 

  [Scheduled Plan]  
 
[Preferred Treatment Location(s): [Include Name(s) of Preferred Treatment Locations here]   

[For any services rendered outside of the Preferred Treatment 
Location(s), payment [will be considered at the Out-of-Network 
benefit level] [or] [will not be Covered].] 

 
[Participating Provider Network: [Include Name of Network Here]] 
 
Procedure Classes: [A    Preventative] 
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 [B    Basic] 
 [C    Major] 
 [D    Orthodontia] 
 
[Deductible: [Preferred Treatment Location(s):  [$0.00 - $100.00]  Individual 

Deductible. Maximum Deductible per Family:  [[3] 
times the Individual Deductible, unlimited].  
[Applies to Procedure Classes: [A, B, C]]] 

 [In-Network:  [$0.00 - $100.00]  Individual Deductible. Maximum 
Deductible per Family:  [[3] times the Individual 
Deductible, unlimited].  [Applies to Procedure 
Classes: [A, B, C]]] 

[Out-of-Network: [$0.00 - $100.00]  Individual Deductible. Maximum 
Deductible per Family:  [[3] times the Individual 
Deductible, unlimited].  [Applies to Procedure 
Classes: [A, B, C]]] 

[Indemnity: No Participating Provider Network: [$0.00 - $100.00]  
Individual Deductible. Maximum Deductible per 
Family:  [[3] times the Individual Deductible, 
unlimited].  [Applies to Procedure Classes: [A, B, 
C]]]] 

[Takeover Benefits Apply? [yes, no] 
 
[Plan Year Benefit Maximum: [Combined In-Network and Out-of-Network Maximum][In-

Network][Indemnity]: 
 [Year 1][Each Plan Year]  Year 2  Year 3 & Forward 
 [$500-$2000]   [$500-$2000] [$500-$2000]  
  
 [Out-of- Network: 
 [Year 1][Each Plan Year]  Year 2  Year 3 & Forward 
 [$500-$2000]   [$500-$2000] [$500-$2000]]]  
 
[Orthodontia Services Benefits:  [Benefits for Orthodontia Services apply to Insured Dependent 

Children Only][Apply to All Covered Persons]] 
 
[Cosmetic Benefits:  [Cosmetic Benefits Apply to Insured Persons Only] [Apply to All 

Covered  Persons]] 
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[Percentages of Covered Expenses: 
 
[Plan Year 1][Each Plan Year]: 

Procedure 
Class 

[Preferred 
Treatment 

Location(s)] 

[Covered %] 
[In-Network] 

 
[Out-of-Network]

Subject to Plan 
Year Max 

Benefit 

Maximum 
Lifetime 
Benefit 

[A] [80%-100%] [80%-100%] [80%-100%] [Yes] [None] 
[B] [50%-100%] [50%-100%] [50%-100%] [Yes] [None] 
[C] [40%-80%] [40%-80%] [40%-80%] [Yes] [None] 
[D] [0%] [0%] [0%] [No] [$XXX] 

 
Plan Year 2: 

Procedure 
Class 

[Preferred 
Treatment 

Location(s)] 

[Covered %] 
[In-Network] 

 
[Out-of-Network]

Subject to Plan 
Year Max 

Benefit 

Maximum 
Lifetime 
Benefit 

[A] [80%-100%] [80%-100%] [80%-100%] [Yes] [None] 
[B] [50%-100%] [50%-100%] [50%-100%] [Yes] [None] 
[C] [40%-80%] [40%-80%] [40%-80%] [Yes] [None] 
[D] [0%] [0%] [0%] [No] [$XXX] 

 
Plan Year 3 and Forward: 

Procedure 
Class 

[Preferred 
Treatment 

Location(s)] 

[Covered %] 
[In-Network] 

 
[Out-of-Network]

Subject to Plan 
Year Max 

Benefit 

Maximum 
Lifetime 
Benefit 

[A] [80%-100%] [80%-100%] [80%-100%] [Yes] [None] 
[B] [50%-100%] [50%-100%] [50%-100%] [Yes] [None] 
[C] [40%-80%] [40%-80%] [40%-80%] [Yes] [None] 
[D] [0%] [0%] [0%] [No] [$XXX]] 
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SCHEDULE OF COVERED PROCEDURES 
 

What is Covered?  The following is a complete list of Covered Procedures, their assigned Procedure Class, 
Waiting Period, and applicable Frequency Limitations.  We will not pay benefits for expenses incurred for any 
Procedure not listed in this Schedule of Covered Procedures. 
 

Procedure Class Waiting Period 
[A       Preventive/Diagnostic] [0, 3, 6, 12, 18, or 24] Months 
[B       Basic] [0, 3, 6, 12, 18, or 24] Months 
[C       Major] [0, 3, 6, 12, 18, or 24] Months 
[D       Orthodontia] [0, 3, 6, 12, 18, or 24] Months 
[NC     Not Covered] [N/A] 

 
Type of Maximum Reimbursement 
[Preferred Treatment Location(s) [Billed Charge(s) at the Preferred Treatment Location] 

[MAC - Participating Provider Maximum Allowable Charge] 
[CMAC - Customary Maximum Allowable Charge] 

[ Indemnity ] [CMAC - Customary Maximum Allowable Charge] 
[ In-Network ] [MAC - Participating Provider Maximum Allowable Charge] 

[CMAC - Customary Maximum Allowable Charge] 
[ Out-of-Network ] [MAC - Participating Provider Maximum Allowable Charge] 

[CMAC - Customary Maximum Allowable Charge] 
 
Frequency Limitations   
[a. Maximum of [1] procedure per [12] months]  [1. Limited to Dependent Children under age [12]] 
[b. Maximum of [1] procedure per [24] months]  [2. Limited to Dependent Children under age [14]] 
[c. Maximum of [1] procedure per [36] months]  [3. Limited to Dependent Children under age [16]] 
[d. Maximum of [1] procedure per [4] year period ]  [4. Limited to Dependent Children under age [19]] 
[e. Maximum of [1] procedure per [5] year period ]  [5. Limited to Participants age [17]+] 
[f. Maximum of [1] procedure per [7] year period ]  [6. Limited to Participants age [19]+] 
[g. Maximum of [1] procedure per [10] year period 
]  [7. Limited to Participants age [25]+] 
[h. Maximum of [1] procedure per lifetime]    
[i. Maximum of [2] procedures per [12] months]    
[j. Maximum of [2] procedures per [24] months]    
[k. Maximum of [2] procedures per [36] months]    
     
[l. Applications made to permanent molar teeth only.]   
[m. Benefits are based on the benefit for the corresponding non-cosmetic restoration.] 
[n. Only in conjunction with listed complex oral surgery procedures and subject to review.] 
[o. Premature loss of primary tooth.]    
[p. Replacement of existing only if in place for [24] months.] 

 
COVERED PROCEDURES 

   Waiting 
 Procedure Frequency Period 
Diagnostic and Preventive Class Limitation [Months] 
Bitewing - Single, Two, Three, or Four Films [A] [a] [0] 
Emergency Palliative Treatment [B] [a] [0] 
Film(s) - Single, Additional, or Intra-Oral Occlusal [A] [a] [0] 
Full Mouth X-Ray or Panoramic Film [B] [e] [0] 
Oral Exam - Comprehensive or Periodic [A] [i] [0] 
Problem Focused Exam [B] [a] [0] 
Prophylaxis [A] [i] [0] 
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500- S

Sealant [A] [h, l, 3] [0] 
Space Maintainer [A] [o, 3] [0] 
Topical Application of Fluoride [A] [a, 3] [0] 
    
Fillings    
Amalgam Restorations [B] [p] [0] 
Anterior Restorations [B] [p] [0] 
Posterior Restorations [B] [p] [0] 
Sedative Fillings (per Tooth) [B] [b] [0] 
    
Oral Surgery    

Alveolectomy - With or Without Extraction (per Quadrant) [C]   [12] 
Coronal Remnants [C]   [12] 
Extraction - Erupted Tooth or Exposed Root [B]   [0] 
General Anesthesia / Intravenous Sedation [C] [n] [12] 

Impacted - Complete Bony, Partial Bony, or Soft Tissue [C]   [12] 
Incision and Drainage of Abscess - Intraoral [C]   [12] 
Surgical Extraction [C]   [12] 
Surgical Removal of Root [C]   [12] 
    
Periodontics (Non-Surgical)    
Periodontal Debridement (Full Mouth) [C] [h] [12] 
Periodontal Maintenance Procedure [C] [i] [12] 
Scaling and Root Planing (per Quadrant) [C] [b] [12] 
    
Periodontics (Surgical)    
Gingival Flap Surgery (per Quadrant) [C] [c] [12] 
Gingivectomy (per Quadrant) [C] [c] [12] 
Osseous Surgery (per Quadrant) [C] [c] [12] 
Soft Tissue Grafts (per Tooth) [C] [c] [12] 
Subepithelial Graft (per Tooth) [C] [c] [12] 
    
Endodontics    
Apicoectomy - Anterior, Bicuspid, or Molar (per Tooth) [C] [h] [12] 
Retrograde Filling (per Tooth) [C] [h] [12] 
Root Amputation (per Tooth) [C] [h] [12] 
Root Canal - Anterior, Bicuspid, or Molar (per Tooth) [C] [b] [12] 
Vital Pulpotomy (Primary Teeth Only) [C] [2] [12] 
    
Miscellaneous    
Occlusal Guard [NC]   [12] 
    
Bridge    
Abutment Crown - Cast Metal (per Tooth) [C] [f] [12] 
Abutment Crown - Porcelain (per Tooth) [C] [f, n] [12] 
Abutment Crown - Porcelain to Metal (per Tooth) [C] [f, n] [12] 
Abutment Crown - Resin to Metal (per Tooth) [C] [f, n] [12] 
Pontic -Cast Metal (per Tooth) [C] [f] [12] 
Pontic - Porcelain to Metal (per Tooth) [C] [f, n] [12] 



Pontic - Resin to Metal (per Tooth) [C] [f, n] [12] 
Prefabricated - Post and Core (In Addition to Fixed Partial 
Denture Retainer)(per Tooth) [C] [f] [12] 
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Crown    
Cast or Prefabricated - Post and Core (In Addition to 
Crown)(per Tooth) [C] [f] [12] 
Core Build-up - With or Without Retainer (Including any 
Pins)(per Tooth) [C] [f] [12] 
Crown - Full Cast (per Tooth) [C] [f] [12] 
Crown - Porcelain (per Tooth) [C] [f, n] [12] 
Crown - Prefabricated Stainless Steel (per Tooth) [C] [f] [12] 
Crown - Resin (per Tooth) [C] [f, n] [12] 
Inlay or Onlay (per Tooth) [C] [f, n] [12] 
Veneers - Excluding Cosmetic (restorative Only)(per Tooth) [C] [f, n] [12] 
    
Crown and Bridge Repair    
Recementation - Bridge, Crown or Onlay [B]   [0] 
Repair - Bridge or Crown [B]   [0] 
    
Dentures    
Complete Denture (per Arch) [C] [e] [12] 
Immediate Denture (per Arch) [C] [e] [12] 
Partial Cast Metal Base (per Arch) [C] [e] [12] 
Partial Resin Base (per Arch) [C] [e] [12] 
Removable Unilateral Partial Denture (per Arch) [C] [e] [12] 
    
Denture Repair    
Add Clasp to Existing Partial Denture [B] [a] [0] 
Add Tooth to Existing Partial Denture [B] [a] [0] 
Denture Adjustment - Complete or Partial (per Arch) [C] [i] [12] 
Rebase Denture - Complete or Partial (per Arch) [B] [c] [0] 
Reline Denture - Complete or Partial (per Arch) [B] [c] [0] 
Reline Denture - Complete or Partial (Lab)(per Arch) [B] [c] [0] 
Repair Broken Clasp [B] [a] [0] 
Repair Denture Base [B] [a] [0] 
Repair Partial Denture [B] [a] [0] 
Repair Partial Framework [B] [a] [0] 
Repair Teeth (per Tooth) [B] [a] [0] 
Replace Teeth (per Tooth) [B] [a] [0] 
Tissue Conditioning (per Arch) [B] [j] [0] 
    
Other    
Cosmetic [NC]   [12] 
Implants [NC]   [12] 
TMJ [NC]   [12] 
    
Orthodontia    
Examination - Initial [D] [4] [24] 
Placement Braces or Appliances - Initial [D] [4] [24] 
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Treatment Braces or Appliances - Continuing [D] [4] [24] 
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[* Orthodontia  Services 
If covered, We will pay benefits for the Orthodontia Services listed above when the date started for the Orthodontic 
Service occurs while the person is insured under this Certificate.  No payment will be made for treatment for 
Orthodontic Services if the appliances or bands are inserted prior to becoming insured except as provided in the 
Takeover of Existing Coverage provision.  We consider treatment for Orthodontia Services to be started on the date 
the bands or appliances are inserted.  Any other treatment  for Orthodontia Services that can be completed on the 
same day it is rendered is considered to be started and completed on the date the treatment for Orthodontia 
Services is rendered. 
 
We will pay the Percentage of Covered Expenses shown in the Schedule of Benefits.  The Maximum Lifetime 
Benefit payable to each Covered Person under this Policy for Orthodontia Services is shown in the Schedule of 
Benefits.  Those Covered Persons who are eligible for Orthodontia coverage are also shown in the Schedule of 
Benefits.  The Maximum Lifetime Benefit will apply even if coverage is interrupted. 
 
We will make a payment for covered Orthodontia Services related to the initial treatment for Orthodontia Services 
which consists of diagnosis, evaluation, pre-care and insertion of bands or appliances.  After the payment for the 
initial Orthodontic treatment, benefits for covered Orthodontia Services will be paid in equal monthly installments 
over the course of the remaining Orthodontic treatment.  The benefit payment schedule for the initial treatment for 
Orthodontia Services and monthly installments will be determined as follows: 
 

1. We will determine the lesser of the [MAC] [CMAC] and the Provider’s fee and multiply that amount by the 
Percentage of Covered Expenses shown in the Schedule of Benefits. 

 
2. The lesser of the amount from number 1 or the Maximum Lifetime Benefit for Orthodontia Services shown in 

the Schedule of Benefits will be the maximum benefit payable.  An initial amount of 25% of the Maximum 
Lifetime Benefit payable will be paid for the initial treatment for Orthodontia Services.  This amount will be 
payable as of the date appliances or bands are inserted. 

 
3.  The remaining 75% of the Maximum Lifetime Benefit payable will be divided by the number of quarters that 

treatment  for Orthodontia Services will continue to determine the amount which will be payable for each 
subsequent quarter of such treatment.  The subsequent monthly payments will be made only if Your 
Dependent remains insured under this Certificate and provides proof to Us that c treatment for Orthodontia 
Services continues.  If such treatment continues after the Maximum Lifetime Benefit payable has been paid, 
no further benefits will be paid.] 

 



Legal School Company Association Name

DBA  Policyholder Name

Location Address                                               City                       State             Zip               County     

Mailing Address (if different from above)       City                       State             Zip               County 

Phone
(          )

Administrative Contact

Fax
(          )

Title

Email Address Business Start Date        Employer’s Tax Identification Number

Requested Effective (MM/DD/YYYY) Please attach a copy of the Association By-Laws

Describe the Nature of Business     Describe the purpose of the Association SIC Code

Will any of the selected plans be a takeover for an existing group plan?         Yes       No
If yes, please specify plan ______________________   Effective date of prior plan ________________
Prior Carrier Name ___________________________    Termination date of prior plan______________

List names and address of all affiliates, branches or subsidiaries on a separate sheet of paper and 
submit with this application.
Billing Arrangements: Are there multiple units/ locations to be billed separately?

          No          Yes - Number of units__________             Bill to Individuals Units        Bill to Plan Sponsor

Nationwide Specialty WorkPlace BenefitsSM

Policyholder ASSociAtioN emPloyer APPlicAtioN
Application is hereby made for the benefits set forth herein. 
The information given below shall be the basis of the agreement with the 
Plan Sponsor.

Administrative Information

Eligibility Requirements
In order to apply for this coverage, your company must have a minimum of 51 employees. 
The minimum work week for full time employees to be eligible for benefits is 25 hours. Eligible 
Employees are full-time year-round employees working a minimum of ___ hours per week. 
Employees of Employee Leasing Firms or Professional Employee Organizations are not eligible employees. 

Number of Eligible Employees______________                  Number of Total Employees________________

Waiting Period        Yes        No  If “Yes”, Number of Days       0       30       60       90       Other__________

New hires will be effective on the first of the month following the waiting period. 

Underwritten by Nationwide Life Insurance Company.  Administered by MedBen.
NSHDTL-2300



General Conditions
In applying for the Benefits set forth herein, the undersigned understands and agrees that:
1.  [Payment of the first premium by the policyholder after delivery of the Policy by us shall constitute acceptance   
     of the terms and conditions contained in the Policy so issued.]
2.  [All necessary administrative information concerning all Covered Persons shall be subject to the provisions of 
     the Policy and shall be furnished to us by the Policyholder. ]
3.  [This Application is subject to the approval of Nationwide Life Insurance Company at its Home Office and that 
     nothing contained herein shall be binding upon said Company until this Application has been so approved. ]
4.  [All benefits will be in accordance with the benefits proposed and agreed upon between Nationwide Life    
     Insurance Company and the Policyholder as set forth in the Policy, subject to the Policyholder’s approval. ]
5.  [Benefits are not provided unless otherwise provided in the Policy; (a) in case of bodily injury or sickness         
     arising out of or in the course of any employment for wage or profit; or (b) for any bodily injury or sickness for 
     which the person on whom the claim is presented has or had a right to compensation under Workers’  
     compensation or similar occupational disease law.]

Policyholder (herein referred to as “We”) responsibilities under this policy
We agree (1) to maintain the records necessary to administer the Policy(s); (2) to report additions, changes, 
terminations and other information necessary to the administration of the Policy(s) to the insurer within [31] 
days after the Effective Date of such additions, changes and terminations; (3) that if We do not notify the insurer 
of any insured ineligibility or termination within [31] days, We shall forfeit any premium refund/credit that would 
otherwise have been due; (4) to make all such records, including payroll records, tax returns, and personnel files 
and other documentation as determined by the insurer available upon request to the insurer or its authorized 
representative; (5) to notify the insurer of claims within [20] days after they are incurred; (6) to pay all premiums 
in accordance with the terms of this Policy; and (7) to notify all Employees of any termination or rescission of 
coverage which affects them and refund the appropriate premium.

By the signature below of its duly authorized representative, the proposed Policyholder hereby applies for the 
Nationwide Life Insurance Company Policy and the proposed Policyholder understands and agrees that it shall 
be subject to the provisions set forth herein. 

It is understood that all of the answers We have provided are representations and not warranties. 

BEFoRE SIgNINg ThE APPLICATIoN, PLEASE READ ThE FRAuD wARNINg(S) APPLICABLE To 
YouR STATE(S) oN ThE NExT PAgE.

Eligibility Requirements continued...
1. All students registered for six or more undergraduate credit hours or three or more graduate credit     
    hours and students participating in a co-op program or practice teaching are eligible and may enroll
    in the plan.
2. Distance Learning Courses, Courses taken as audit, Courses taken as Pass/ Non-Pass, Courses taken   
    Grad NonDegree, Home Study, Correspondence, TV courses do not fufill the Eligibility requirements 
    that the Insured person actively attend class. If the Company discovers the Eligibility requirements   
    have not been met, its only obligation is to refund premium.
3. Eligible students who do not enroll may also insure their Eligible Dependents as defined in the policy.



Please Sign and Date

State Fraud Notices 

Dated at ___________________________________this______________day of_____________,____________

                             City and State                                               Date                                      Month                 Year

By:_______________________________________  ____________________ __________________

  Signature of Employer    Printed name of Employer  Job Title
  Association Representative   Association Representative     
  School Official     School Official

Employer’s Signature witnessed by (must be 18 or older):

__________________________________________ ____________________ __________________ 

  Signature of Witness    Printed name of Witness  Date  

Signature of Agent / Producer:

__________________________________________ ____________________ __________________

  Signature of Agent / Producer          Printed Name of Agent / Producer                 Date

(California)  For your protection California law requires the following to appear on this form.  Any person who knowingly 
presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and 
confinement in state prison.  

(Florida) Any person who knowingly and with intent to injure, defraud, or deceive any insurance company files a statement 
of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third 
degree.
 (Kentucky) Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance containing any materially false information or conceals, for the purpose of misleading, information 
concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

(Louisiana) It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 
purpose of defrauding the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 

(Missouri)  An insurance company or its agent or representative may not ask an applicant or policyholder to divulge 
in a written application or otherwise whether an insurer has canceled or refused to renew or issue to the applicant or 
policyholder a policy of insurance.  If a question(s) appears in this application, you should not renew it. 

(Pennsylvania) Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance or statement of claim containing any materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and civil penalties.

(Puerto Rico)  Any person who, knowingly and with the intent to defraud, presents false information inan insurance 
request form, or who presents, helps or has presented a fraudulent claim for the payment of a loss or other benefit, or 
presents more than one claim for the same damage or loss, will incur a felony, and upon conviction will be penalized 
for each violation with a fine of no less than five thousand (5,000) dollars nor more than ten thousand (10,000) dollars, 
or imprisonment for a fixed term of three (3) years, or both penalties.  If aggregated circumstances prevail, the fixed 
established imprisonment may be increased to a maximum of five (5) years; if attenuating circumstances prevail, it may be 
reduced to a maximum of two (2) years.

(washington) Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a 
false statement in an application for insurance may be guilty of a criminal offense under state law.”   

(All other States) Any person who knowingly and with intent to defraud any insurance company or other person, files an 
application for insurance or statement of claim containing any materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and/or civil penalties.
(New York) Any person who knowingly and with intent to defraud any insurance company or other person files an application 
for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, 
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and shall also be 
subject to a civil penalty not to exceed five thousand (5,000) dollars and the stated value of the claim for each such violation.



Company / Brokerage Name

Company Address (if different than above) City, State, Zip

Name of Agent Representing the group

Phone
(           )               -

Fax
(           )               -

Email Address

Producer Number
 

Producer Information

Send Completed Application to:
Nationwide Specialty WorkPlace BenefitsSM ,      PO Box 1199, Newark, OH 43058 -1199



 MultiflexSM ABC University Dental Insurance Enrollment Form Application 

The enrollment form application and 1st Month’s premium and fees through Electronic Funds Transfer 
Authorization, Check or Credit Card Authorization, are required to put your coverage in force.

Type of Coverage    Insured Only    Insured Plus One    Insured + Family (Insured plus 2 or more)

Plan Selected           $1,000                 $1,500                    $2,000                Other_______

Plan 1    Plan 3   Orthodontia  $1,000   
Plan 2   Other   Orthodontia  $1,500  
Requested Effective Date (MM/DD/YYYY) (Policy issued the first of the month only)                             /    01    /

Check Type of Coverage and Plan Selected
Monthly Premium $           

(Refer to premium charts to find monthly premium)

Monthly Admin. Fee $            5.00

Monthly NSBA Fee* $            1.00

Monthly Total Due $       

* The (NSBA) monthly membership  fee is $1.00.      
   This fee will appear on your monthly invoice.         
   Participation is mandatory.
   As a value added feature of Multiflex Dental,   
   you will automatically become a member of  
   the National Small Business Association (NSBA). 
   You can learn more about the (non-insurance) 
   benefits and services by visiting www.nsba.net

Calculate Monthly Dues

+

Full Name  Non-Funded Graduate    Funded Graduate   
 Undergraduate Student   Post Doc

Birth Date (MM/DD/YYYY)

Address (City/State/Zip) Marital Status:  Single  Married  Divorced/ Seperated

Home Phone Sex    Male    Female Social Security #

Insured Coverage Information (please print clearly or type)

  (            )            –

/             /

1.  Does your spouse/ domestic partner have a dental plan?    Yes    No                                                                      
If answer is “Yes”, are dependents enrolled under spouses plan?    Yes   No

2. All dependent children above age 18 are full-time students?     Yes     No

   If not, who?

Coordination of Benefits

Fraud Notice (Individual State Fraud Notices are on page 2 of this application)
(NY) Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially 

false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and shall also 
be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Please Sign and Date

Social Security Number 
XXX-XX-XXXX

Date of Birth    
M/D/YYYY

Gender            
M/FRelation Name

Spouse/ Domestic Partner –          – /     /
Child –          – /     /
Child –          – /     /
Child –          – /     /
Child –          – /     /

Dependent Coverage Information

Electronic Fund Transfer

I want to pay by   Electronic Fund Transfer (EFT). Please complete and sign Electronic Fund Transfer (EFT) form on page 2.

Check or Money Order

I want to pay by   Check or Money Order. Please bill me direct. Make Checks payable to:   Multiflex Dental

Credit Card

Charge my Credit Card    Visa    MasterCard Credit Card # Exp. Date (MM/YYYY)

Name as it appears on Card

Card billing address

Signature Date (MM/DD/YYYY)

Payment Method (Choose one) — You will receive a monthly invoice regardless of payment method.

DEDUCTION AUThORIzATION: I hereby authorize the insurance premiums to be 
deducted monthly from my credit card and remitted to Multiflex Dental. This authority 
is to remain in effect until I cancel it by written notification to Multiflex Dental at least 31 
days in advance of the intended termination date of my coverage. (Any excess premiums 
which may accrue after termination of my coverage will be refunded to me.) /          /

/

NSHDTL-2800   Page 1 of 2

Underwritten by Nationwide Life Insurance Company.  Administered by Merchants Benefit Administration (MBA). 

signATurE AnD DATE 
By my signature below, I hereby apply for coverage with MULTIFLEX Dental insurance under Group Dental Insurance Policy. I also certify that I have 
read and understand the applicable Fraud Notices.   I certify that I am an admitted student as of the date of this application.

SIGNATURE DATE (MM/DD/YYYY)

MAiL signED FOrM TO:
gilsbar, PO Box 998, Covington, LA 70434 Or FAX BOTH siDEs OF THis FOrM TO: (985) 871-1855

                                                                                                 For additional dependants, 
please attach a seperate sheet of paper including the following information:

[     ]



State Fraud Notices (NY State Fraud Notice is on page 1 of this enrollment form application.)

Enrollment Form Application Questions?
Please call us at 1-800-445-7227, Option 3, Monday—Friday, 8:00AM–4:00PM(PST).

AuTHOrizATiOn AgrEEMEnT FOr ELECTrOniC FunD TrAnsFEr

NAME ON BANk ACCOUNT

NAME OF BANk

BANk ACCOUNT NUMBER

BANk ROUTING NUMBER

You should attach or fax a voided check or savings deposit slip.

TYPE OF ACCOUNT    SAvINGS    ChECkING

I hereby authorize Multiflex Dental to initiate EFT debit entries for the payment of insurance premiums and fees from the bank listed above. 
The debit entry amount will be the total of the invoice for insurance premiums and fees due each month. This authorization will remain in 
effect until Multiflex Dental receives written instructions from me to terminate the service.

MuLTiFLEX DEnTAL ELECTrOniC FunDs TrAnsFEr AuTHOrizATiOn

ACCOUNT hOLDER’S SIGNATURE DATE (MM/DD/YYYY)

Save time and postage by using our Electronic Funds Transfer (EFT) Service for your monthly premium and fees payment.

How Does EFT Work?
The EFT service allows you to automatically pay your insurance premiums and fees from a bank or money account of your choice. There is no fee 
charged by Merchants Benefit Administration for this service. We will continue to send you a monthly statement as a reminder to make sure you have 
funds available in your account to cover the payment. We will issue instructions to your bank to forward payment on the due date of each month. 

If there are insufficient funds in your account on the payment due date, your payment will be considered unpaid and delinquent.  Multiflex Dental 
will send you a late notice should this occur. There will be a $15.00 fee associated with an insufficient funds notification. 

If you choose to discontinue the EFT service, you must notify Multiflex Dental in writing at least 30 days before the next payment due date. 

To initiate the EFT service, complete and sign the form below.

/          /

Producer Signature Producer Number For Internal Use Only

Producer Information (please print clearly or type)

(California)  For your protection California law requires the following to appear on 
this form.  Any person who knowingly presents a false or fraudulent claim for the 
payment of a loss is guilty of a crime and may be subject to fines and confinement 
in state prison.  

(Florida) Any person who knowingly and with intent to injure, defraud, or 
deceive any insurance company files a statement of claim or an application 
containing any false, incomplete, or misleading information is guilty of a felony 
of the third degree.
 (Kentucky) Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance containing any 
materially false information or conceals, for the purpose of misleading, information 
concerning any fact material thereto commits a fraudulent insurance act, which is 
a crime.

(Louisiana) It is a crime to knowingly provide false, incomplete or misleading 
information to an insurance company for the purpose of defrauding the company.  
Penalties may include imprisonment, fines or a denial of insurance benefits. 

(Missouri)  An insurance company or its agent or representative may not ask 
an applicant or policyholder to divulge in a written application or otherwise 
whether an insurer has canceled or refused to renew or issue to the applicant or 
policyholder a policy of insurance.  If a question(s) appears in this application, you 
should not renew it. 

(Pennsylvania) Any person who knowingly and with intent to defraud any 
insurance company or other person files an application for insurance or statement 
of claim containing any materially false information or conceals for the purpose 
of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such person to criminal 
and civil penalties.

(Puerto Rico)  Any person who, knowingly and with the intent to defraud, 
presents false information inan insurance request form, or who presents, helps 
or has presented a fraudulent claim for the payment of a loss or other benefit, or 
presents more than one claim for the same damage or loss, will incur a felony, 
and upon conviction will be penalized for each violation with a fine of no less 
than five thousand (5,000) dollars nor more than ten thousand (10,000) dollars, or 
imprisonment for a fixed term of three (3) years, or both penalties.  If aggregated 
circumstances prevail, the fixed established imprisonment may be increased to a 
maximum of five (5) years; if attenuating circumstances prevail, it may be reduced 
to a maximum of two (2) years.

(Washington) Any person who knowingly presents a false or fraudulent claim 
for payment of a loss or knowingly makes a false statement in an application for 
insurance may be guilty of a criminal offense under state law.”   

(All Other States) Any person who knowingly and with intent to defraud any 
insurance company or other person, files an application for insurance or statement 
of claim containing any materially false information or conceals for the purpose 
of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such person to criminal 
and/or civil penalties.



Employee Last Name, Suffix (e.g., Sr, Jr)    First Name        M/I                  E-mail Address                    Home Phone

Residence Address                                    City                        County  State        Zip Code    Business Phone

Mailing Address if different than above:    

Social Security Number                                   Date of Birth  Gender (M/F)       Height        Weight               Tobacco Use

 ____-___-_____                          ___-___-___    _______    ___‘ ___“     ___ lbs        Yes       No

Employer Name             Job Title            Hours Worked                      Earnings Reported on         Annual Earnings         Eligible Class                                                                                       
                                                                           Per Week _________              W2     1099                       (Salary)
                                                                                                                                 Other, Explain______     ____________           _________

     Active Employee  –  List Full-Time Hire Date _____-_____-_____
     Retired Employee – List Date of Retirement _____-_____-_____   (Coverage available only if offered by your Employer)
     COBRA  Coverage – List Qualifying Event Date _____-_____-_____& Description_________________________________

Section I  – Employee Data                                                      PLEASE PRINT OR TYPE

Section II  – Election or Refusal of Coverages  

Nationwide Specialty WorkPlace BenefitsSM 

Employee Enrollment Form

Please check a box for each coverage.  [Note: some coverages may not be offered by your employer.]

Elect Refuse Product Benefit Options, if applicable

Accident Ca$hBack List   Plan Name: ______________________________________

Hospital Ca$hBack List   Plan Name: ______________________________________

Accident & Hospital Ca$hBack (combination plan)

Dental List   Plan Name: ______________________________________

Basic Term Life Benefit Amount:_____________ 

Basic Dependent Term Life Spouse / Domestic Partner :  Benefit Amount:_______________
Child(ren):   Benefit Amount:_______________

Basic AD&D   * Benefit Amount:_____________

Voluntary Term Life ___ x  Annual Earnings   or    Specify  Benefit Amount:_____________ 

Voluntary Dependent Term Life Spouse / Domestic Partner :  Specify Benefit Amount:_______________
Child(ren):  Specify Benefit Amount:_______________

Voluntary AD&D ___ x  Annual Earnings   or   Specify Benefit Amount:_____________ 

Accidental Death ___ x  Annual Earnings   or   Specify Benefit Amount:_____________ 

* Includes Dependent AD&D, if Dependent coverage is offered by your employer

IF YOU ARE REFUSING ALL COVERAGES, PLEASE READ THE IMPORTANT NOTICES IN SECTION IV, 
SIGN HERE AND STOP.

IF YOU ARE ELECTING ANY COVERAGE, PLEASE PROCEED TO SECTION III.

I certify that I have read the Late Enrollee Important Notice in Section IV of this Enrollment Form.  I understand that if I wish to enroll for 
benefits at a later date, I may be considered a Late Enrollee and may only be permitted to enroll during the group’s annual enrollment 
period.  I also understand that if I wish to enroll for Life  any  other   coverage at a later date, I must provide evidence of insurability.  

___________________________________            ____________________________________             _____-_____-_____
               Employee Name (Print)                                                 Employee Signature                                            Date

Underwritten by Nationwide Life Insurance Company. Administered by MedBen.
NSHWPB-2800



Section III – Enrollment Information 

Complete this section only when  Basic  and/or  Voluntary   Life   or   AD&D   or   Accidental Death  benefits are  offered  selected above .

Unless otherwise specified herein, if two or more beneficiaries are named as primary or as contingent, the proceeds shall be paid in equal 
shares to the named beneficiaries surviving the insured.  If specifying a %, totals must equal 100%.  To name additional beneficiaries, please 
use a separate sheet.   

Last Name, First Name, MI Relationship Social Security Number       %

Primary

Primary

Contingent

Contingent

Beneficiaries

Eligible Dependents to be Covered

*For purposes of this Enrollment Form, Spouse includes a Domestic Partner or civil union partner.

Prior Coverage

If your employer is offering dependent coverage, list all your dependents to be covered. (Use separate sheet if necessary.)

Relation Name: Last, Suffix (e.g. Sr., Jr.)  First, MI Social Security 
Number

Date of Birth
(M-D-YYYY)

Gender
(M/F)

Height Weight Tobacco 
Use

Spouse *
         –       –     –     –               ‘     ‘‘        lbs

     Yes
     No

Child
         –       –     –     –               ‘     ‘‘        lbs

     Yes
     No

Child
         –       –     –     –               ‘     ‘‘        lbs

     Yes
     No

Child
         –       –     –     –               ‘     ‘‘        lbs

     Yes
     No

Child
         –       –     –     –               ‘     ‘‘        lbs

     Yes
     No

Do you or any of the dependents listed above currently have other group insurance coverage?      No       Yes

Coverage Type(s)      Health        Dental         Life  

Name of person(s) covered:

Section IV – Please Read the Following Important Notices 
Late Enrollees   If you refuse coverage for yourself and/or your dependents for any reason, you may be considered a late enrollee and will only be 
permitted to enroll during the group’s next annual enrollment period or within 31 days of a change in family status, subject to the pre-existing 
conditions limitation.  Also understand that if you wish to enroll for any coverage at a later date, you must provide evidence of insurability.

Pre-existing   The hospital coverage for which you are enrolling has a pre-existing conditions limitation of 12 months.

Health Information Practices   I understand that under the Federal Regulations and state law, I have a right to see and correct personal 
information that Nationwide collects about me, and that I may obtain a description of my rights under these laws and of Nationwide’s information 
practices by writing to Nationwide at the following address:  Nationwide Life Insurance Company, Attention: Compliance Department, 5525 
Parkcenter Circle, Dublin, Ohio 43017.

Confirmation   I agree that the information set forth on this enrollment form is correctly recorded, complete and true to the best of my knowledge 
and belief, and that it forms the basis of my insurance.  I further agree that the Certificate together with this Enrollment Form, the Group Policy, and 
Policyholder’s Application, and any amendments or riders will completely describe the benefits and conditions of the insurance agreement.  Nationwide 
Life Insurance Company (hereafter referred to as “Company”) will rely and act upon the answers and information I provide on this Enrollment Form.  
The Company reserves the right to retroactively adjust the premium rate for the group at any time in the event that material misrepresentation of 
information has occurred.  My insurance coverage will not become effective until this Enrollment Form is received and approved by the Company, any 
applicable premium is paid, and in no event prior to the effective date of the Group Policy issued to  my employer  the Policyholder .



Section V – Please Read, Sign and Date Below

(California)  For your protection California law requires the following to appear on this form.  Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.  

(Florida) Any person who knowingly and with intent to injure, defraud, or deceive any insurance company files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

(Kentucky) Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits 
a fraudulent insurance act, which is a crime.

(Louisiana) It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding 
the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 

(Missouri)  An insurance company or its agent or representative may not ask an applicant or policyholder to divulge in a written application or 
otherwise whether an insurer has canceled or refused to renew or issue to the applicant or policyholder a policy of insurance.  If a question(s) 
appears in this application, you should not renew it. 

(Pennsylvania) Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 
or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

(Puerto Rico)  Any person who, knowingly and with the intent to defraud, presents false information inan insurance request form, or who 
presents, helps or has presented a fraudulent claim for the payment of a loss or other benefit, or presents more than one claim for the same 
damage or loss, will incur a felony, and upon conviction will be penalized for each violation with a fine of no less than five thousand (5,000) dollars 
nor more than ten thousand (10,000) dollars, or imprisonment for a fixed term of three (3) years, or both penalties.  If aggregated circumstances 
prevail, the fixed established imprisonment may be increased to a maximum of five (5) years; if attenuating circumstances prevail, it may be 
reduced to a maximum of two (2) years.

(Washington) Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement in an 
application for insurance may be guilty of a criminal offense under state law.”   

(All Other States) Any person who knowingly and with intent to defraud any insurance company or other person, files an application for 
insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any 
fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and/or civil penalties.

(New York) Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 
or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to exceed five thousand 
dollars and the stated value of the claim for each such violation.

_______________________________                                   _____________________________                          _________________
         Name of Employee (Print)                                                  Employee Signature                                                Date

 
       Mail completed Enrollment Form to: 

Nationwide Specialty WorkPlace BenefitsSM, PO Box 1199, Newark OH 43058-1199
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Nationwide Life Insurance Company 
Home Office:  Columbus, Ohio 
 

COSMETIC BENEFIT INSURANCE RIDER 
 

 
Attached to and made part of this Policyholder’s [Group][Voluntary][Association] Dental Policy and each Certificate of 
Insurance issued under such policy. It is hereby agreed that the Policy and Certificate are amended by adding the 
Cosmetic Benefits provision as defined below:  
 
Effective Date: This rider is effective on [Month, Day, Year].  
 
What benefits are provided? 
 
[1. Porcelain Onlays, Crowns, Fixed Partial Denture Retainers and Pontics (when a Fixed Partial Denture is a 
covered service) and Composite Resin Fillings for Posterior teeth:  
 
The following procedures will be covered under the Schedule of Benefit, subject to the Benefit Maximum, Percentage 
of Covered Expenses, [Deductibles] and Benefit Waiting Periods, [where applicable]:  
                                                                                                                                                

      Waiting [                  Maximum Reimbursement  
  Procedure Frequency Period  In-Network Out-of-Network   

Description Class Limitation [Months]  [CMAC, MAC or SAF] [CMAC, MAC or SAF]   

[Resin-Based Composite - 
one, two, three or more 
surfaces] [A,B,C] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    

[Inlay - Porcelain/Ceramic - 
one, two, three or more 
surfaces] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    

[Onlay - Porcelain/Ceramic - 
one, two, three or more 
surfaces] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain/Ceramic 
Substrate] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain Fused to 
High Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain Fused to 
Predominantly Base Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain Fused to 
Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Pontic - Porcelain Fused to 
High Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Pontic - Porcelain Fused to 
Predominantly Base Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Pontic - Porcelain Fused to 
Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Pontic - Porcelain/Ceramic] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Inlay - Porcelain/Ceramic, 
two or three or more 
surfaces] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Onlay - Porcelain/Ceramic, 
two or three or more 
surfaces] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain/Ceramic] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain Fused to 
High Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    
[Crown - Porcelain Fused to 
Predominantly Base Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]    



NSHDTL 2400 – Cosmetic Benefit Rider Page 2 of 2 

[Crown - Porcelain Fused to 
Noble Metal] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]  ] 

 
[2. Tooth Bleaching benefit: 
The following procedures will be covered in addition to the Benefit Maximum on the Schedule of Benefits, subject to 
the following:  
 
 

      Waiting [                  Maximum Reimbursement 

  Procedure Frequency Period  In-Network Out-of-Network 

Description Class Limitation [Months]  [CMAC, MAC or SAF] [CMAC, MAC or SAF] 

[External Bleaching - 
per arch] [A,B,C] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]  

[External Bleaching - 
per tooth] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]  

[Internal Bleaching - per 
tooth] [C,B] [a-p, 1-7] [0-36]  [$0 - $10,000] [$0 - $10,000]  

 
 
 
 
Plan Year Benefit Maximum: [$100-$1,000] 
Maximum Lifetime Benefit: [$100-$10,000]  
Deductible:  In-network: [$0-$250 per person] Out-of-network: [$0-$500 per person]  
Percentage of Covered Expense:  In-network: [50%-100%%]  Out-of-Network: [50%-100%] 
Benefit Waiting Periods: [0-36] months. [Subject to takeover benefits.] 
Limitations: [[1-4] time(s) per tooth or per arch in any [3-60] month period.][Available only to Covered Persons over 
age [16-25].]  
 
 

      

 
                           President 
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Nationwide Life Insurance Company 
Home Office:  Columbus, Ohio 
 

MAXIMUM ROLL FORWARD INSURANCE RIDER 
 

 

 
Attached to and made part of this Policyholder’s [Group][Voluntary][Association] Dental Policy and each 
Certificate of Insurance issued under such policy. It is hereby agreed that the Policy and Certificate are 
amended by adding the Maximum Roll Forward Benefit provision as defined below:  
 
Effective Date: This rider is effective on [Month, Day, Year].  
 
Policyholder Status: 
[This is a new group with no prior Maximum Roll Forward Benefit provision in place.] 
[This is an in-force group renewing coverage and adding this rider.  Roll Forward Amounts will be 
accumulated based on the claim activity from the first complete Plan Year this Rider was in-force.] 
[This is a Takeover group.  Roll Forward Amounts will be accumulated based on the prior Plan Year’s 
claim activity, subject to availability of applicable data from the prior insurance carrier.] 
 
May You roll forward insurance benefits under this program? 
  
Yes, a Covered Person may be eligible to carryover a portion of his or her unused Benefit Maximum as 
follows: 
 
If a Covered Person submits Qualifying Claims for Covered Procedures during a Plan Year and, in that 
Plan Year, receives benefits that are in excess of any deductible or co-pay fees, and that, in total, do not 
exceed the Threshold Limit, the Covered Person will be credited a Roll Forward Amount for that Plan 
Year. 
 
Roll Forward Amounts will be accrued and stored in the Covered Person’s Roll Forward Account.  If a 
Covered  Person reaches his or her Benefit Maximum, We will pay a benefit from the Covered Person’s 
Roll Forward Account up to the amount stored in the Covered Person’s Roll Forward Account. The 
accrued Roll Forward Amounts stored in the Roll Forward Account may not be greater than the Roll 
Forward Account Limit. 
 
A Covered Person’s Roll Forward Account will be eliminated, and the accrued Roll Forward Amounts lost, 
if the Covered Person has a break in coverage of any length of time, for any reason. 
 
The Threshold Limit, Roll Forward Amounts, and Carryover Account Limits for this Policy/Certificate  are: 

• Threshold Limit:  [$100-$1,500] 
• Roll Forward Amount: [$100-$1,000] 
• Roll Forward Account Limit: [$100-$2,000] 

 
Eligibility for a Roll Forward Amount will be established or reestablished at the time the first Qualifying 
Claim in a Plan Year is received for Covered Procedures incurred during that Plan Year. 
 
In order to properly calculate Maximum Roll Forward Benefits, claims should be submitted timely in 
accordance with the Proof of Loss provision found within the Claims Provision. You have the right to 
request review of prior Maximum Roll Forward Benefit calculations. The request for review must be within 
[12, 18, 24, 36]-months from the date the Maximum Roll Forward Benefit was established.  
 
Other Specifications: 
[Calendar Year Plans: If this plan’s dental coverage first becomes effective in October, November or 
December, this Rider will not apply until January 1 of the first full calendar year.  And, if the Effective Date 



NSHDTL – 2400 Max Roll Forward Rider  Page 2 of 2 

of a Covered Person’s dental coverage is in October, November or December, this Rider will not apply to 
the Covered Person until January 1 of the next calendar year. In either case: 

1. only claims incurred on or after January 1 will count toward the Threshold Limit; and 
2. Roll Forward Amounts will not be applied to a Covered Person’s Roll Forward Account until the 

calendar year that starts one year from the date the Rider first applies.] 
 
[Policy Year Plans: If the Effective Date of a Covered Person’s dental coverage is within the three months 
prior to the start of this plan’s next Policy Year, this benefit Rider will not apply to the Covered Person until 
the next Policy Year, and: 

1. only claims incurred on or after the start of the next Policy Year will count toward the Threshold 
Limit; and  

2. Roll Forward Amounts will not be applied to a Covered Person’s Roll Forward Account until the 
Policy Year that starts one year from the date the Rider first applies.] 

 
[If charges for Procedure Class C Services are not payable for a Covered Person due to a Benefit Waiting 
Period for certain Covered Procedures, this Rider will not apply to the Covered Person until the end of 
such Benefit Waiting Period.  And, if the Benefit Waiting Period ends within the three months prior to the 
start of this plan’s next Plan Year, this Rider will not apply to the Covered Person until the next Plan Year, 
and: 

1. only claims incurred on or after the start of the next Plan Year will count toward the Threshold 
Limit; and 

2. Roll Forward Amounts will not be applied to a Covered Person’s Roll Forward Account until the 
Plan Year that starts one year from the date the Rider first applies.] 

 
[If the Percentage of Covered Expense increase each Plan Year for certain Covered Procedures, this 
Rider will not apply to the Insured until all Percentages of Covered Expense reach the ultimate level.  And, 
if the Percentages of Covered Expense reach the ultimate level within the three months prior to the start of 
this plan’s next Plan Year, this Rider will not apply to the Covered Person until the next Plan Year, and: 

1. only claims incurred on or after the start of the next Plan Year will count toward the Threshold 
Limit; and 

2. Roll Forward Amounts will not be applied to a Covered Person’s Roll Forward Account until the 
Plan Year that starts one year from the date the Rider first applies.] 

 
Definitions: 
 
Plan Year: The [Calendar Year] [or] [Policy Year], according to the type of plan applicable under the 
Policy/Certificate to which this Rider is attached. 
 
Roll Forward Account:   The amount of a Covered Person’s accrued Roll Forward Amounts. 
 
Roll Forward Account Limit:  The maximum amount of cumulative Roll Forward Amounts that a Covered 
Person can store in his or her Roll Forward Account. 
 
Roll Forward Amount: The dollar amount, which will be added to a Covered Person’s Roll Forward 
Account when he or she receives benefits in a Plan Year that do not exceed the Threshold Limit. 
 
Qualifying Claim: A claim under Procedure Class(es) [A], [B] [and] [C][, but not Class D].  
 
Threshold Limit: The maximum amount of benefits that a Covered Person can receive during a Plan 
Year and still be entitled to receive the Maximum Roll Forward Amount. 
 
    

 
                           President 

 



NSHDTL 2400 - Wellness  (8/2008) 

NATIONWIDE LIFE INSURANCE COMPANY 
One Nationwide Plaza 

Columbus, Ohio 43215-2220 
 

Wellness and/or Health Care Services Endorsement 
 
General Information Regarding this Endorsement 
This Insured's Wellness and/or Health Care Services Endorsement 
("Endorsement") revises the terms and conditions of the policy to which it is 
attached.  To the extent the terms of the policy and this Endorsement are 
inconsistent, the terms of this Endorsement shall control.  Non-defined terms 
shall have the meaning given to them in the policy. 
 
There is no additional charge or required Premium for programs or services 
offered pursuant to this Endorsement. 
 
Purpose 
The purpose of this Endorsement is to inform the Policy Owner that, from time to 
time, we may offer the Insured access to certain health and/or wellness programs 
and services.   
 
Programs and Services 
The programs and services may include, but are not limited to, access to service 
provider referral networks, benefit consultation services and/or wellness 
programs.  Such programs and/or services will be offered on all eligible policies 
on a uniform and not unfairly discriminatory basis.   
 
We may arrange for third party service providers to administer such program or 
service.   
 
All terms and conditions regarding the program or service, if any, are determined 
by the third party service provider.  We are not liable for negligent acts or 
omissions of such third party service providers.  Participation in such program or 
service is voluntary. 
 
Availability 
Programs and services provided under this Endorsement are subject to 
availability and may be modified, suspended, or terminated providing you with 
written notice. 
 

           
   President 
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CERTIFICATE OF READABILITY 
 
 

FORM NAME FORM NUMBER 
FLESCH 
SCORE 

Policy NSHDTL 2000 68 
Certificate NSHDTL 2500 65 
Schedule of Benefits NSHDTL - 2500- SCHED 66 
Application NSHDTL-2300 N/A 
Enrollment Form – Association/Students NSHDTL-2800 57 
Enrollment Form – Employee NSHWPB-2800 60 
Rider NSHDTL 2400- Cosmetic Benefit Rider 69 
Rider NSHDTL-2400 Max Roll Forward Rider 67 
Rider NSHDTL 2400 - Wellness 58 
 
 
The text was Flesch scored online by Blue Centauri. 
 
 
I certify that to the best of my knowledge and belief, the above referenced forms meet or 
exceed the readability, legibility, and format requirements of any applicable laws and 
regulations. 
 
 

 
 
Tom DeNoma 
Nationwide Life Insurance Company 
 
 
 



STATEMENT OF VARIABILITY  
  

NATIOWIDE LIFE INSURANCE COMPANY  
  

GROUP/VOLUNTARY/ASSOCIATION/STUDENT DENTAL POLICY 
  
 

POLICY FORM NSHDTL 2000  
   

  
All wording that is bracketed will either be in or out.  No new wording will be added.  
  

• The policy can be issued to group individuals, voluntary members, 
association members and undergraduate, graduate or international students.  

  
• Policyholder Name -- Actual name of policyholder will be substituted.  

 
• Effective Date -- Actual effective date will be substituted.  

 
• Policy Number -- Actual policy number will be substituted. 

 
• Policyholder Address – Actual policyholder address will be substituted. 

 
• Associated Companies – Actual company names will be substituted. 

 
• First Policy Anniversary – Actual first policy anniversary date will be 

substituted. 
 

• Subsequent Policy Anniversary – Actual subsequent policy annoversay date 
will be substituted. 

 
• State or Other Jurisdiction of Issue – Acutal state or other jurisdiction of issue 

will be substituted.  
 

• General Provisions.  All bracketed items will either be in or out.  No changes 
in verbiage will occur.  

 
• Page 2 – Entire Contract – This will either be in or out depending on the 

certificate holder. 
 

• Page 2 – Incontestability – This will be in or out depending on the policy. 
 

• Page 3 – Takeover Plan Verification – This will be in or out depending if the 
policy is taking over exisiting coverage. 

 
• Premium Provisions.  All bracketed items will either be in or out.  No changes 

in verbiage will occur. 
 

• Page 3 – Payment of Premiums – Either employer or association language 



will be in or out depending on if the policy is issued to an employer or 
association.   

 
• Page 3 – Premium Calcuation – This will be either in or out. 

 
• Page 3  - Premium Rate Guarantees – This will either be in or out 

 
• Page 4 – Policyholder Grace Period – Policyholder – Braketed material will 

either be in or out. 
 

• Termination of Insurance.  All bracketed items will either be in or out.  No 
changes in verbiage will occur.    

 
NSHDTL 2400 MAXIMUM ROLL FORWARD INSURANCE RIDER 

 
All wording that is bracketed will either be in or out.  No new wording will be 
added. 
 
• Effective Date -- Actual effective date will be substituted. 

• Policyholder Status – Bracketed material will either be in or out depending on 
the group. 

 
• Calendar Year Plans – Bracketed material will either be in or out depending 

on if coverage becomes effective on January 1st. 
 

• Policy Year Plans – Bracketed material will either be in or out depending if the 
policy becomes effective within 3 months prior to the start of the plan’s next 
Policy Year. 

 
• Plan Year – Bracketed material will either be in or out depending on if the 

plan is a calendar year or policy year plan. 
 

• Qualifying Claim – Bracketed material will either be in or out.  A claim will 
either be A, B or C and not D, E or F. 

 
NSHDTL 2400 COSMETIC BENEFIT INSURANCE RIDER 

 
All wording that is bracketed will either be in or out.  No new wording will be 
added. 
 
• Effective Date -- Actual effective date will be substituted. 

• What benefits are Provided – Bracketed material is either in or out depending 
on what the policyholder chooses. 

 
• ADA Code – This is a standard code, if it changes, the information will be 

supplemented. 
 

• Description – Brackted material is either in or out depending on the benefits 



chosen. 
 

• Procedure Class – Bracketed material is either in or out and will change 
depending on if the procedure is preventative/diagnostic, basic, major 
orthodontia. 

 
• Frequency Limitation – Bracketed material is either in or out and the 

policyholder can select from bracketed options labeled “a” through “p”. 
 

• Waiting Period – Bracketed material is either in or out.  The waiting period will 
be from O to 12 months depending on the policyholders selection. 

 
• Tooth Bleaching Benefit – Bracketed material is either in or out depending on 

if the policyholder chooses this benefit. 
 

SCHEDULE OF BENEFITS 
 

All wording that is bracketed will either be in or out.  No new wording will be 
added. 
 
• Policyholder Name -- Actual name of policyholder will be substituted.  

 
• Effective Date -- Actual effective date will be substituted.  

 
• Policy Number -- Actual policy number will be substituted. 

 
• Policyholder Address – Actual policyholder address will be substituted. 

 
• Associated Companies – Actual company names will be substituted. 

 
• Insured Person – Actual insured name will be substituted. 

 
• Certificate Effective Date – Actual effective date will be substituted. 

 
• Covered Dependents – Acutal covered dependent names will be substituted, 

if applicable. 
 

• Covered Dependents Effective Date – Actual effective date of covered 
dependents will be substituted, if applicable. 

 
• Initial Term – Actual term date will be substituted. 

 
• Eligible Classes – Actual eligible class information will be substituted. 

 
• Eligibility Waiting Period – Acutal waiting period will be substituted. 

 
• Frequency of Premium Payment – Actual frequency of premium payment will 

be substituted. 



 
• Method of Premium Payment – Acutal premium payment method will be 

substituted. 
 

• Premium Due Date – Acutal Premium due date will be substituted. 
 

• Plan Year – Actual plan year type will be substituted. 
 

• Plan Type – Actual plan type will be substituted. 
 

• Preferred Treatment Location – Actual preferred treatment location will be 
substituted. 

 
• Participating Provider Network – Actual particpating provider network name 

will be substituted. 
 

• Procedure Classes – Actual procedure class will be subsituted. 
 

• Deductible – Actual deductibles will be substituted. 
 

• Takeover Benefits Apply – Will be yes or no depending on if the benefits 
apply to the policy. 

 
• Plan Year Benefit Maximum – Actual plan year benefit maxiums will be 

substituted. 
 

• Orthodontia Service Benefits – Actual benefits will be substitued depending 
on if orthodontia service benefit is chosen. 

 
• Cosmetic Benefits – Actual benefits will be substituted depending on of 

cosmetic benefits are chosen. 
 

• Percentages of Covered Expenses  
 

Plan year or Each Plan Year – One or the other will be chosen.  If Each Plan 
Year is selected, Plan Year 2 and Plan Year 3 and Forward will be removed. 
 
Procedure Class - Bracketed material is either in or out and will change  
depending on if the procedure is A, B, C, or D. 
 
Preferred Treatment Location –  
 
Covered Percentage In Network – Only applies if a network is used. 
 
Out-of-Network – Only applies if a network is used. 
 
Subject to Plan Year Max Benefit – Either yes or no. 
 
 



 
• Schedule of Covered Procedures 
 

Procedure Class - Bracketed material is either in or out and will change  
depending on if the procedure is A, B, C, or D. 
 
Type of Maximum Reimbursement – Bracketed material is either in or out and 
will change depending on where the proceudre takes place (i.e. – at a 
preferred treatment location, indemnity, in-network or out-of-network). 
 
Frequency Limitations - Bracketed material is either in or out and the 
policyholder can select from bracketed options labeled “a” through “p” and “1” 
through “7”. 
 

• Covered Procedures 
 

Procedure Class - Bracketed material is either in or out and will change  
depending on if the procedure is A, B, C, or D. 
 
Frequency Limitations - Bracketed material is either in or out and the 
policyholder can select from bracketed options labeled “a” through “p” and “1” 
through “7”. 
 
Waiting Period - Bracketed material is either in or out.  The waiting period will  
be from O to 12 months depending on the policyholders selection. 
 
Periodontics (Non-Surgical) – Bracketed material is either in or out depending 
on what the policyholder chooses. 
 
Periodontics (Surgical) – Bracketed material is either in or out depending on 
what the policyholder chooses. 
 
Endodontics - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Miscellaneous - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Bridge - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Crown - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Crown and Bridge Repair - Bracketed material is either in or out depending on 
what the policyholder chooses. 
 
Dentures - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 



Denture Repair - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Other - Bracketed material is either in or out depending on what the 
policyholder chooses. 
 
Orthodontia - Bracketed material is either in or out depending on what the 
policyholder chooses. 

 
• Orthodontia Services - Bracketed material is either in or out depending on 

what the policyholder chooses. 
 

NSHDTL 2800 ENROLLMENT FORM/APPLICATION 

All wording that is bracketed will either be in or out.  No new wording will be 
added. 
 
• The enrollment form/application will be filled out for group individuals, 

voluntary members, association members and undergraduate, graduate or 
international students.  

 
• The words or sentances in brackets are in or out.  It depends on what the 

group is and what benefits they choose.  This applies to the whole enrollment 
form/application. 

 
• Calculate Monthly Dues – Bracketed material is either in or out.  This section 

only applies to Associations.  The Monthly Administration Fee may vary from 
$1 to $25.  The monthly NSBA fee may vary from $1 to $25. 

 
• Payment Method – Bracketed material is either in or out.  This section will not 

apply to student dental.   
 

• Deduction Authorization – Multiflex Dental may vary as payment may be 
made to another entity.  Also, written notice of cancellation will be made 31, 
45 or 60 days in advance of the intended termination date. 

 
• Merchants Benefit Administration – This may vary as we may use another 

administrator to service our plan. 
 

• Electronic Funds Transfer Authorization – Bracketed Material is either in or 
out.  Insufficient Funds Notification Fee ranges from $15 to $50 in $5 
increments. 

 
 

 

 

 

 



NSHDTL 2300 EMPLOYER APPLICATION 

All wording that is bracketed will either be in or out.  No new wording will be 
added. 

 
• Eligibility Requirements – Bracketed material is either in or out.  One section 

is for employer groups, the other section is for schools.  Depending on which 
group the application is for, one or the other will be removed.  In the employer 
section, the employee range is 2 to 51.  The minimum working hours range is 
10 to 35 hours. 

 
• General Conditions – Bracketed material is either in or out.   

 
• Policyholder Responsibilities – Bracketed material is either in or out.  

Additions, changes, terminations and other information necessary to 
administor the policy will be made within 31, 45 or 60 days.  Notification of 
insured ineligibility or termination will be made within 31, 45 or 60 days.  
Claims notification will be made in 20, 30, 60 or 90 days.   

 
  

 
NSHDTL 2500 CERTIFICATE OF COVERAGE 

All wording that is bracketed will either be in or out.  No new wording will be 
added. 
 
Numerical ranges are given throughout. 
 
Portability of Insurance is bracketed.  It will be in or out depending on if it is 
chosen by the policyholder. 
 
Continuation of Coverage is brackted.  It will be in or out depending of this type of 
coverage is chosen by the policyholder. 
 
Complaint and Appeal Procedures – Insurance department contact information 
could change. 
 
 

NSHWPB 2800 EMPLOYEE ENROLLMENT FORM 

All wording that is bracketed will either be in or out.  No new wording will be 
added. 

 

























































Shana M. Paladino-Ripp, Sr. Compliance Analyst 
5525 Parkcenter Circle CO-01-30 

Dublin, Ohio  43017 
PH: 614-854-5106 FAX: 614-854-3469 

      paladis1@nationwide.com  
 
 
 

 
Office of Chief Legal Officer 
 
December 22, 2008 
 
To Whom It May Concern: 
  
Perr&Knight is hereby authorized to submit rate, rule, and form filings on behalf of following 
companies: 
 
Nationwide Life Insurance Company, NAIC # 66869, FEIN – 31-4156830 
National Casualty Company, NAIC # 11991, FEIN - 38-0865250 
 
 This authorization includes providing additional information and responding to questions 
regarding the filings on our behalf as necessary. This authorization is deemed to be in effect 
until rescinded in writing. 
 
Please direct all correspondences and inquiries related to this filing to Perr&Knight at the 
following address: 
 
State Filings Department 
Perr&Knight   
881 Alma Real Drive, Suite 205 
Pacific Palisades, CA 90272 
Phone: (310) 230-9339 
Fax:   (310) 230-1061 
 
Please contact me if you have any questions regarding this authorization. 
 
Very truly yours, 

 
Shana M. Paladino-Ripp 
Sr. Compliance Analyst 
614.854.5106 
614.854.3469 
paladis1@nationwide.com 



 
 
We have received your filing regarding the above named association/ 
discretionary group.  To determine if this organization is a qualified group under 
our statutes, please provide the answers to the following questions: 
 

1. Name and address of the group. 
A.  Consumers Direct Association of America 
       14240 Proton Road 
       Dallas, TX 75244 

2. Is this group incorporated?   
A.  Yes 
If so, give state of incorporation. 
A.  Texas 

3. Is there a current office in Arkansas? 
A.  No 

4. Does the Arkansas part of the organization have any officers, 
committees, or chapters?  If so, give details. 
A.  No 

5. Are annual dues charged?  If so, specify amount. 
A.  There are no annual dues charged. 

6. What are the specific activities of the organization? 
A.  To help consumers be more aware of products and services offered to 
help them save money 

7. What benefits are provided to the members in addition to insurance?   
A.  See attached brochure. 

8. What qualifies an individual for membership? 
A.  Must be 18 years of age and living within the United States. 

9. How are members recruited?  If by mailing list, advise the source of this 
list. 
A.  Members are recruited through direct sales via employers, consumer 
pieces and affiliated groups.   

10. Attach a copy of the organization by-laws. 
A.  See attached. 

11. Also, enclose a list of dues paying members residing in Arkansas with 
full addresses.  If the organization considers this privileged information, 
we will treat it as such and once it has served our purpose, it will be 
destroyed. 
A.  See attached.  This is privileged information and will need to be 
destroyed after review.   

12. Please attach a copy of the organization’s most recent financial 
statement. 



A.  See attached.   
13. Does the organization receive any compensation of any kind from the 

insurer issuing contracts to its members? 
A.  No. 

 
Approval of the organization as a qualified group for insurance purposes will be 
determined upon receipt of your reply. 
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The following limited benefit insurance is under the Group Accidental Death
and Dismemberment and Medical Care Insurance policy and is an added
benefit provided after 30 days of consecutive membership featuring:

HIGHLIGHTS
� Under your Consumers Direct Association of America Membership all active

members receive Accident Medical/Dental Expense Insurance coverage of up
to $10,000 and Accidental Death and Dismemberment coverage Insurance of
up to $10,000.

� Membership includes family coverage. Spouse and legal dependent names
required at the time of enrollment. See enclosed certificate for details.

� $10,000 Accident Medical/Dental Expense Insurance pays for medical
expenses resulting from a covered accident up to $10,000 per covered
accident.  Subject to a $100 deductible.

� Accidental Death Insurance benefit of $10,000. 
� Accidental dismemberment pays for the covered loss of limb or sight

according to a schedule.
� Worldwide benefit can be used for accidents that occur out of the United States

for no more than 60 days.
� Certain exclusions apply.  See enclosed certificate for details.

BENEFIT DETAILS
1. File with your primary insurance, if applicable.
2. In the event of a claim, contact Customer Service at 866-815-1976 for claim

forms and instructions on claim procedures.
3. The Claims Department will mail you an Accident Claim Form to fill out & return.
4. Make sure that your provider mails a copy of your itemized bills and

completes their portion of the Accident Claim Form.
5. Please carefully review the full policy certificate and benefit summary in

this package.
*All benefits provided by the group Accident Medical Expense and Accidental Death and
Dismemberment insurance policy are subject to the terms, definitions, conditions, exclusions,
and limitations of the group policy. To obtain more information about this insurance, please call
1?888?879?3322 and ask to speak to a licensed agent or click on the link above.

*All members of the GAP Protection and GAP Protection Plus Programs are enrolled into
Consumers Direct Association of America (CDAoA) to be eligible to receive the Accident Medical
Expense and Accidental Death and Dismemberment benefits. These insurance benefits are
underwritten by The Guaranteed Trust Life Insurance Company. These benefits are under policy #
(insert policy #) issued to CDAoA. Coverage becomes effective on the date provided in your
membership materials.

THIS IS NOT BASIC HEALTH INSURANCE. THIS OFFER
INCLUDES DISCOUNTS AND/OR SERVICES PLUS ADDED LIMITED
BENEFIT SUPPLEMENTARY INDEMNITY INSURANCE.  NONE OF THESE,
INIDIVIDUALLY OR IN COMBINATION ARE A SUBSTITUTE FOR BASIC
HEALTH COVERAGE, MAJOR MEDICAL INSURANCE OR ANY OTHER
MEDICAL EXPENSE REIMBURSEMENT INSURANCE PLAN.

$10,000 Medical Accident Plan Insurance and 
$10,000 Accidental Death & Dismemberment Insurance



Critical Illness 
866-815-1976

All members of the GAP Protection Plus Program are enrolled into the
American Advantage  Association to be eligible to receive this insurance
benefit. This limited benefit insurance is an added, separate benefit of 
your membership.

HIGHLIGHTS

� Benefit pays a lump sum benefit up to
$10,000 for your illness following the
diagnosis of a serious illness like life
threatening cancer, stoke, heart attack
or major organ transplant to help you
cover the direct and indirect costs 
of suffering.

� Benefit pays up to $5,000 for your
spouse’s illness if the family
membership program is selected.

� The amount payable for a Critical
Illness will be reduced by 50% if an
Insured Person is age 65 or older on the date the benefit becomes payable.

BENEFIT DETAILS

1. File with your primary insurance, if applicable.
2. In the event of a claim, contact Customer Service at 866- 815-1976 for claim

forms and instructions on claim procedures.
3. The Claims Department will mail you an Accident Claim Form to fill out 

and return.
4. Make sure that your provider mails a copy of your itemized bills and 

completes their portion of the Accident Claim Form.
5. Please carefully review the full policy certificate and benefit summary in

this package.

**This insurance benefit is underwritten by National Union Fire Insurance Company of Pittsburgh,
P.A. and subject to the exclusions, limitations, terms and conditions of coverage as set forth in
the description of coverage provided in your membership materials and the Group Critical Illness
Insurance Policy (policy# CIP 9600229) issued to American Advantage Association.
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pname pstatepzip
ITALO ANDERSON AR 72036-0000
MARVIN J JONES AR 71640-0153
BARBARA J SWENSON AR 72744-8420
ERIC D SCOTT AR 71765-9728
MILDRED J CAPPS AR 72042-3700
MIKE KRANZ AR 72756-1984
DWAYNE PUGH AR 71646-0000
HELEN PAYNE AR 71860-0401
RAMONA VOGELSANG AR 72554-8123
DORIS HOPWOOD AR 71901-7782
NADINE DIZZELL AR 71846-0074
JANE ALEXANDER AR 72085-0234
PHYLLIS PENNIGTON AR 71958-0341
NORA CATES AR 71957-0685
DELORES YELVINGTON AR 72740-7285
DOROTHYJ DOWERY AR 72209-6367
VONNETTA JONES AR 72076-3521
JULIE PHELAN AR 72076-2810
DONNA A WALLACE AR 72753-0664
BARBARA N WILLIAMS AR 72543-9004
CANESHA WILLIAMS AR 72301-4072
RICHARD SMITH AR 71826-0000
CHRISTOPHER GULLEY AR 71722-0019
LOUISE H MCCORKLE AR 72386-9433
STEPHEN HORNICK AR 72556-8235
RONALD STEWART AR 72712-5545
DONOVAN BALL AR 71913-3107
CINDY MISENHEIMER AR 72762-8064
RON COURTNEY AR 72730-0827
STEPHEN AUSTIN AR 72846-8416
MARYJ LONGINOTTI AR 71901-9283
THOMAS JAMES AR 72917-1197
ROBERT BROOKS AR 72821-0000
MICHAEL HELMS AR 72364-0000
SANDRA STANHOPE AR 72503-0000
RANDY BECK AR 72921-0000
JAMES ALONZO BISHOP AR 72956-0000
KARL ECKHARDT AR 72766-0000
CARL GERMAN AR 72845-0000
LELAND HARTMAN AR 72933-0000
TOM JUSTICE AR 72830-0000
LARRY MORGAN AR 72560-0000
RONALD BRYAN MORSE AR 72935-0000
LARRY MORTON AR 71857-0000
LESLIE MYRICK AR 72316-0000
GARY OGDEN AR 72021-0000
RONALD G SECREST AR 72110-0000
DUANE DANIEL STUTZMAN AR 72847-0000
ANTHONY TERRY AR 72032-0000
JAMES EDWARD TUCKER AR 72801-0000



DENNIS WELCH AR 72744-0000
JOSEPH LEA AR 72034-0000
DEAN MONTGOMERY AR 72023-0000
STEVEN HATHORN AR 72740-0000
VICTORIA ROHNER AR 72601-0000
DONALD MCLAUGHLIN AR 72712-8863
RUTHIE COLE AR 72753-0000
JAMES WEISCHMAN AR 72160-0000
MARVIN IRELAND AR 71603-0000
AFSHIN KARIMI AR 72704-0000
BEN SMITH AR 71854-0000
KENNETH NEIGLER AR 72734-8721
MARCUS TERRY AR 71602-3909
WENDELL WILLIS AR 71601-7336
KEN SHAMBLIN AR 71730-0000
SEAN PORTER AR 72204-4841
LOUIS WILKINSON AR 71654-0000
LONNIE MURPHY AR 72117-0000
SHANNON PALMER AR 72455-0000
SUE ROSS AR 71913-0000
JIM MILLS AR 72086-0000
CHRIS FORTNER AR 71943-0000
LORRAINE PLUTO AR 72908-0000
PATRICIA NEIGHBORS AR 72404-0000
JOSE HERNANDEZ AR 72762-0000
FAYE MCCORMICK AR 71953-0000
JOE LEWIS AR 72209-0000
LAVENDA HOOD AR 72395-0000
SHELIA LAWSON AR 71854-0000
CLAY WHITING AR 72837-0000
WILLIE BAKER AR 72118-0000
ERMA TONEY AR 71640-0000
LINDA DUER AR 72015-0000
LYNN HINES AR 72103-0000
LARRY BROWN AR 72802-0000
CLIFTON R HANEY AR 72801-0000
MARVIN COOK AR 72476-0000
RICHIE CARR AR 72930-0000
LINDON DAY AR 72820-0000
FRANK EDWARD ARMSTRONG AR 72830-0000
ROGER JACKSON AR 72830-0000
TOMMY CASTLEBERRY AR 72940-0000
CHRIS BENNETT AR 72949-0000
SCOTT CRANE AR 72561-0000
DENISE ADAMS AR 71935-0000
REX KERR AR 72364-0000
DANNY RONE AR 71740-0000
SHARI FISHER AR 72113-0000
RUTH BRINKLEY AR 71852-2349
FREDA WILLIAMS AR 72204-6614
ENOCH WILSON AR 72501-0000



SHIRLENE SCHENK AR 71653-0000
CALLIE KOCH AR 72855-2299
SHANA PHARR AR 71754-0002
CHELSEY HUSSUNT AR 72023-2636
ANN HARE AR 72010-2010
ROBERT HALL AR 72051-9408
POLLY MOORE AR 72116-6470
DIANNE ESTES AR 72207-2525
EDWARD TRURTT AR 72112-0000
ROXIE MURPHY AR 71603-0000
JANIE FARLEY AR 71953-8228
ALICIA GARCIA AR 72204-7243
EVA SMITH AR 71601-4068
GLORIA PORTER AR 72080-0000
SHERI KUQI AR 72227-4936
LOREN SHANEK AR 71913-0000
JOHN SHACKLEFORD AR 71730-0000
KEVIN C HARPER AR 71603-0000
MARILYN MOSCRIP AR 72120-0000
CECIL BUFFALO AR 71956-0000
LEONARD STEWART AR 72210-0000
CLINT PRICE AR 72110-0000
JACKIE LACY AR 72023-0000
OWEN RINNER AR 72143-0000
ERROL WHITE AR 72116-0000
LANNY TURNEY AR 72802-0000
CHARLES WHITE AR 72206-0000
RODNEY COLE AR 72117-0000
DARREN SMALL AR 72118-0000
RICK MCMAHAN AR 72734-0000
SHIRLEY BLAKLEY AR 71822-0000
SUSAN MARTIN AR 72501-0000
JACK STONE AR 71940-0000
DARREN LONDON AR 72360-0000
SANDRA NUNNELEE AR 72721-0000
CHARLENE MCMULLEN AR 72076-0000
LISA WHEELER AR 72315-0000
JULIUS WEBSTER AR 72150-0000
JANE BRUSH AR 72543-0000
AMY VALENTINE AR 72712-0000
BETTY BARGE AR 71753-0000
GERALD HUNTER AR 72206-0000
ROY ALLSOPP III AR 72951-0000
LINDA BREWER AR 72015-0000
MARY TUCKER AR 72076-0000
WILLIAM GIBSON AR 72903-0000
PEGGIE BURNAM AR 72114-0000
JANIE DONISON AR 71972-0000
MARIA CISNEROS AR 72830-0000
DEL CANTRELL AR 72740-0000
ROBBIE HANCOCK AR 71921-0000



JEFF CLEVENGER AR 72677-0549
JAMES CROSS AR 72947-9111
DOUGLAS BURNETT AR 72762-4051
MARION GIBSON AR 72476-0322
TAMMY SNEED AR 72501-1811
MICHAEL PETERSON AR 72204-0000
HAROLD GREGORY AR 72837-0000
DIANA K HUFF AR 72601-0000
JEFF BLAKE AR 71822-0000
ROSE WHITE AR 71730-0000
JANELLE DILLON WILSON AR 72227-0000
TAMESHA SHEARS AR 72333-0000
JONATHAN LONG AR 72117-0000
DIANA LOWMAN AR 72762-0000
LAURA HEARN AR 72143-0000
DELILAH SMITH AR 72206-0000
DOROTHY GRIFFORD AR 71837-0000
RONALD SMITH AR 72026-0000
DAN BAULSON AR 72088-2735
KIMBRA HOUSE AR 72863-9220
FRANCIS CHAMPAGNE AR 72019-9551
SARA ROCHELLE AR 72034-3916
LEROY HAMPTON AR 71611-7473
PEARL BYRD AR 72762-0808
JOHN SANDERLIN AR 72143-9211
LINDA HAWKINS AR 72022-4067
PATTE DOTSON AR 72740-6800
MARZELL JACK AR 71802-2341
DAVID WILLIAMS AR 72031-1232
JOSEPH HUDSON AR 71854-4435
RUTH NELSON AR 72030-8019
KELLY WHITLOCK AR 72736-9587
ALEATA BRIGANCE AR 72756-0000
VIRGINIA HARRIS AR 71753-8207
CAROLYN F HOWELL AR 72019-6231
HERBERT GOSS AR 72209-4535
CHERYL BRADSHAW AR 72853-9254
DEBRA JOHNSON AR 71842-0000
TOMMY DERAMUS AR 71953-0357



Protection For You 
& For Your FamilY

Two packages have been developed to help 
protect you and your family. 

These packages are designed to work in 
conjunction with your major medical plan. 

Both packages are available for either 
Individual and Family membership. 

Protection Package offers Identity Theft 
Prevention through LifeLock and Roadside 
Assistance. 

Protection PluS Package includes all of this, 
plus Legal Care Direct and **$10,000 Critical 
Illness insurance. 

The Family membership for both packages 
include LifeLock Identity Theft Prevention for 
all of your legal dependents.

*All benefits provided by the group Accident Medical 
Expense and Accidental Death and Dismemberment 
insurance are subject to the terms, definitions, 
conditions, exclusions, and limitations of the group 
policy. To obtain more information about this 
insurance, please call 1-888-879-3322 and ask to speak 
to a licensed agent or click on the link above.
*All members of the GAP Protection and Protection 
Plus Program are enrolled into Consumers Direct 
Association of America (CDAoA) to be eligible 
to receive these Accident Medical Expense and 
Accidental Death and Dismemberment benefits. The 
insurance benefits are underwritten by The Guarantee 
Trust Life Insurance Company. These benefits are under 
policy form GP1300 issued to CDAoA. Coverage 
becomes effective on the date provided in your 
membership materials.

Plans not available in all states. 
 
this program contains a 30 day 
cancellation period.

eXcluSionS
*The Policy does not provide benefits for:
•Treatment, services or supplies which:
 •Are not Medically Necessary;  
•Are not prescribed by a Doctor as necessary to treat an Injury;
 •Are determined to be Experimental/Investigational in nature;
 •Are received without charge or legal obligation to pay; 
•Are received from persons employed or retained by any Family Member, unless 
otherwise specified; or 
•Are not specifically listed as Covered Charges in the Policy.
•Injury by acts of  war, whether declared or not.
•Injury received while traveling or flying by air, except as a fare-paying passenger 
and not as a pilot or crew member, on a regularly scheduled commercial airline.
•Injury covered by Worker’s Compensation, Employer Liability law or Occupational 
Disease Act or Law.
•Dental treatment, except as specifically stated.
•Injury sustained while committing or attempting to commit a felony.
•Prescription Drugs except as specifically stated.
•Suicide or attempted suicide while sane or insane.
•Intentionally self-inflicted Injury.
•Loss resulting from being legally intoxicated or under the influence of  alcohol as 
defined by the laws of  the state or jurisdiction in which the Injury occurs. 
•Loss resulting from being under the influence of  any drugs or narcotic unless 
administered on the advice of  a Doctor.
•Injury sustained while participating in or practicing for any professional, 
intercollegiate or club sports activity, except as specifically provided.
•Injury which occurs while a Covered Person is on active duty service in any armed 
forces.  Reserve or National Guard active duty for training is not excluded unless it 
extends beyond 31 days.
•Injury sustained flying in an ultra light, hang gliding, parachuting or bungee-cord 
jumping, by flight in a space craft or any craft designed for navigation above or 
beyond the earth’s atmosphere.
•Injury sustained while driving or riding on vehicles for off-road use including but 
not limited to all-terrain vehicles (ATV’s).
•Injury sustained where a Covered Person is the operator and does not possess 
a current and valid motor vehicle operator’s license, except in a Driver’s Education 
Program.
•Treatment in any Veteran’s Administration or federal Hospital, except if  there is a 
legal obligation to pay.
•Cosmetic surgery, except for reconstructive surgery on an injured part of  the body.
•Covered Charges incurred outside of  the United States or its possessions, unless 
such Covered Charges are incurred while a Covered Person is on a trip of  not more 
than 60 days.
•Competing in motor sports races or competitions;
•Competing in water sports races or competitions;
•Testing cars/trucks on any racetrack or speedway; 
•Handling, storing or transporting explosives;
•Scaling up cliffs or mountain walls;
•Spelunking (exploring caves);
•Handling or working with dangerous animals.
•Injury sustained while water skiing or surfboarding;
•Injury sustained while snow skiing or snowboarding;
•Injury sustained while roller blading or skateboarding;
•Injury sustained while participating in a rodeo.
•Injury sustained while Commuting to/from Work.
•Reinjury or complications of  an Injury caused or contributed to by a Pre-existing 
Condition.
•Repetitive motion injuries, strains, hernia, tendonitis, bursitis and heat exhaustion 
not related to a specific Injury.

**The Policy does not cover any loss caused in whole or in part by, or resulting in 
whole or in part from, the following:
1. the Insured Person’s suicide or any attempt at suicide, while sane,  or 
intentionally self-inflicted injury or sickness or any attempt at intentionally 
self-inflicted injury or sickness;
2. the Insured Person being under the influence of  drugs or intoxicants unless 
taken at the direction of  the Physician;
3. the Insured Person’s commission of  or attempt to commit a felony; 
4. the Insured Person’s voluntary participation in any riot or civil insurrection; or
5. declared or undeclared war, or any act of  declared or undeclared war in the 
United States and Canada; or
6. any illness specifically excluded from the definition of  any Critical Illness.

   Sponsored by
next Generation

6850 manhattan Blvd., Ste. 205
Fort Worth, texas 76120

888-879-3322



Some imPortant
Protection StatiSticS

Nearly one out of every five Americans
faced a legal issue within the last year.
-FindLaw survey, One in Five Americans Faced a 
Legal Issue in the Past Year, August, 2002 

Stolen identities are used up to 30 times, 
with most victims only discovering the theft 
after they’ve been turned down for a loan or
contacted by a collection agency.
-LifeLock, September 2008 

Bankruptcy filings in the federal courts for 
the 12-month period ending March 31, 
2008, exceeded 900,000, according to sta-
tistics released today by the Administrative 
Office of the U.S. Courts.
-U.S. Courts, June 3, 2008 

Overall, 43.1 million Americans lacked 
health insurance in 2007. Almost 54 million 
or 18.2% of Americans were uninsured for 
at least part of the year, and 30.6 million or 
10.3% had been uninsured for more than  
a year.
-National Center for Health Statistics 
June 25, 2008

Protection PacKaGe 
Pricing available for individual or family 

lifelock (as seen on TV)
LifeLock has designed a proactive service that
reduces the risk of identity theft and backs it up 
with a $1 million service guarantee. 

roadside assistance
Up to 15 miles towing (up to $80 retail value)
per occurrence maximum for covered charges 
such as towing assistance, flat tire assistance, 
fuel, oil, fluid and water delivery service,  
lockout assistance, battery assistance and 
collision assistance.

$10,000 accident medical expense*
Pays part of the expenses you are charged by a 
hospital, doctor, or certain other charges, up to 
a maximum of $10,000 if you are injured in a 
covered accident. Subject to a $100 deductible. 

$10,000 aD&D*
Pays the beneficiary up to $10,000 for the 
member’s death or loss of certain body parts 
as well as speech and hearing in a covered 
accident or a portion of that amount for the 
accidental death of a family member, if this is a 
family membership (50% for covered spouse, 
60% if there are no dependent children; 20% 
for covered dependent children, 25% if there is 
no covered spouse). 

Protection PluS 
PacKaGe

Pricing available for individual or family 

includes everything in Protection  
Package, plus: 

legal care Direct
Nine free services, such as initial phone 
consultation on new legal matters, simple 
wills, document review and more. Eight deeply 
discounted services, such as traffic ticket 
defense, name change, simple divorce, simple 
trust and more.

all Gap Protection Plus members are 
enrolled into the american advantage 
association and receive $10,000 critical 
illness coverage along with additional 
discount services. 

$10,000 critical illness**
Benefit pays a lump sum benefit up to $10,000 
for your illness ($5,000 for your spouse’s illness 
if applicable) following the diagnosis of a serious 
illness such as life threatening cancer, stroke, 
heart attack or major organ transplant to help you 
cover the direct and indirect costs of suffering. 
The amount payable for a Critical Illness will be 
reduced by 50% if an Insured Person is age 65 or 
older on the date the benefit becomes payable. 
All members of the Gap Protection Program 
are enrolled into the American Advantage 
Association to be eligible to receive this benefit.

**This insurance benefit is underwritten by 
National Union Fire Insurance Company of 
Pittsburgh, P.A. and subject to the exclusions, 
limitations, terms and conditions of coverage 
as set forth in the description of coverage 
provided in your membership materials and the 
Group Critical Illness Insurance Policy (policy # 
CIP 9600229) issued to American Advantage 
Association. 



















National Small Business Association

www.nsba.netwww.nsba.net

Prescription Drugs (Local and Nationwide)
● Instant savings that average over 22% with potential savings

that up to 50% on brand name

Vi i CVision Care 
● 28% Savings on prescription lenses and frames
● No Limits on usage

Hearing Care
● FREE 10 Step hearing Evaluation

Diabetes Care And Supplies
● 15%  savings on Envoy Health line of diabetic testing supplies

Disaster Assistance
Airline Travel & Car Rental
Small Business Consulting
Legal InformationLegal Information
Online Business Forum
Governmental Resources
DHL Express Mail & Shipping
Business Capital and Finance
Legislative Updates
… and much more.

Fully Insured Dental Plan
● NSBA Sponsored ● Guaranteed Issue
● Use your own Dentist ● ZIP Code Rated
● Internet Enrollment

Office Supplies Discounts 
● From National Vendors Online

Scholarships
● The NSBA awards $500 scholarships annually

to qualified children of members on a competitive
basis.

…and more Access to all of this for as little as $12.00/year
NSBA P.O. Box 5024 Carefree AZ 85377 888-800-3416

fax 480-488-0905 e-mail nsbainfo@cox.net
NSBA 1/15/2008
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Nationwide Life Insurance Company 
Home Office:  One Nationwide Plaza, Columbus, Ohio                  
 
CERTIFICATE OF COVERAGE 
[GROUP][VOLUNTARY][ASSOCIATION][UNDERGRADUATE][GRADUATE] 
[INTERNATIONAL][STUDENT] DENTAL PLAN 

 
INSURING AGREEMENT 

 
The Nationwide Life Insurance Company has issued a Policy covering certain Eligible Classes of the Policyholder.   
 
The Benefits of the Policy are described in this Certificate and Your Schedule of Benefits. 
 
Final interpretation is governed by the Policy.  You may review the Policy at the Policyholder’s address during normal 
business hours.  This Certificate replaces any and all Certificates previously issued for the eligible classes under the 
Policy.  This Certificate describes the Policy in detail. 

 
NOTICE CONCERNING YOUR CERTIFICATE 

 
The Benefits and provisions of the Policy are described in this Certificate.  
 
Please read Your Certificate carefully. Keep it in a safe place.  
 
 
IMPORTANT NOTICE:  Benefits are payable only for listed Covered Procedures that were both started and completed 
while the patient is insured under the Policy, and after any applicable Benefit Waiting Periods have been served.  
 
The Policy under which the Certificate is issued may at any time be amended or canceled, as stated in its provisions.  
Such an action may be taken without the consent of or notice to any Covered Person who Claims rights or Benefits under 
the Policy.  
 
[[10, 30] Day Right to Examine Certificate:  There is a [10, 30] day right  to review this Certificate.  If You decide not to 
keep it, it may be returned to the Policyholder, its agent or to Us within [10, 30] days of the original Certificate Effective 
Date.  In that event, We will consider it void from the Certificate Effective Date and refund all Premium paid.  Any Claims 
paid during the initial 10 day period will be deducted from the refund.] {sometimes required for association market} 
 
Signed for Nationwide Life Insurance Company 
 

                                                                                         

             
President 
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GENERAL DEFINITIONS 
 
[Accredited:  The school, college or university has been evaluated and awarded accreditation by an accrediting agency 
that is recognized by the U.S. Department of Education or the Council on Higher Education Accreditation (CHEA) in 
Washington, DC.] 
 
[Actively at Work:  You are performing the normal duties of Your regular occupation and working Your normal hours.  
[You must be working at least [0-40] hours per week for the Policyholder on a [permanent] [Full–Time][Part-Time] basis 
and must be paid regular earnings.] 

Your work site must be: 
1. at the Policyholder’s usual place of business; or 
2. at a location to which the Policyholder’s business requires You to travel. 

You are not considered Actively at Work when You are off work or lose time due to illness, injury, leave of absence, strike 
or lay-off.  [Paid days off] will count as Actively at Work if You were fully capable of performing the normal duties of Your 
regular occupation during [the paid days off], provided that You were Actively at Work on the last working day prior to [the 
paid days off.]] 
 
[Actively at Work:  You are reporting to the Policyholder’s regular place of employment and carrying out the regular 
duties of Your occupation for the number of hours required to meet the definition of Eligible Person.  [You will be 
considered Actively at Work on each day of a regular [paid vacation] or on a regular non-working day provided that You 
were Actively at Work on each day of [paid sick leave].]  [You will be considered Actively at Work on each day of [regular 
paid vacation] or on a regular non-working day provided that You were Actively at Work [on the last working day].] [You 
will also be considered Actively at Work on each day of [paid sick leave] [or paid personal leave].]] 
 
Benefit:  The dollar amount payable by Us to a Claimant or assignee under the Policy.  
 
[Benefit Waiting Period:  The period of time starting on a Covered Person’s Effective Date before Benefits for certain 
Services become payable.  The Benefit Waiting Period is shown in the Schedule of Covered Procedures in the Schedule 
of Benefits.] 
 

[Calendar Year:  For the first year is the period of time that begins on the Effective Date and ends on December 31
st
.  or 

subsequent years, it is the period of time that begins on January 1
st 

and ends December 31
st
.  [The Effective Date is 

shown in Your Schedule of Benefits.]] 
 
Certificate:  This document that provides a description of the Coverage available under the Policy.  
 
[Child or Children:  See definition of Eligible Dependent.] 
 
Claim:  A request for payment of covered Benefits. 
 
Claimant:  A person who has filed a Claim for Benefits under the Policy, as [an Insured Person] or as the dependent of 
[an Insured Person]. 
 
Company:  Nationwide Life Insurance Company. Also hereinafter referred to as We, Our and Us. 
 
[Copayment:  Includes the Covered Person’s Deductible, the Covered Person’s coinsurance of the allowed treatment 
cost, any amount over the Maximum Benefit within the Plan Year, any charges for non-covered services, and any portion 
of the submitted fee that exceeds Our allowed Covered Expense.] 
 
Coverage:  The right of the Covered Person to receive Benefits subject to the terms, Conditions, limitations and 
exclusions of the Policy.  
 
Covered Dental Injury:  An injury to a Sound Natural Tooth sustained while insured under the Policy which is caused 
solely by a sudden violent act or accident which could not be predicted in advance or avoided.  
 
Covered Expense:  The lesser of:  

1. the actual dental charge; or  
2. the Maximum Reimbursement for a Covered Procedure.  
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[Covered Dependent:  Your Eligible Dependent who is insured under the Policy.] 
 
Covered Person:  You [and Your Eligible Dependents whom] [provided] You have enrolled for insurance and paid any 
Premium due under the Policy. 
 
[Customary Maximum Allowable Charge (CMAC):  A CMAC is used if a Provider who is a Non-Participating Provider 
performs a Covered Procedure. The amount of the CMAC is equal to the lesser of:  

1. the actual dental charge; or  
2. the customary charge for the dental Service.  

We determine the customary charge from within the range of charges made for the same Service by other providers of 
similar training or experience in that general geographic area.]  
 
[Deductible:  The amount of Covered Expense that must be paid in full by You each Plan Year (or lifetime, when 
applicable) for each Covered Person (or to the maximum per family limit, when applicable) who incurs expenses for a 
Covered Procedure before any Benefits are payable by Us.] 
 
Dental Hygienist:  Someone who is licensed to practice dental hygiene and is acting under supervision and direction of a 
Dentist, if required, and within the scope of his or her license.  
 
Dentist:  Any dental practitioner who is duly licensed and qualified under the law of jurisdiction in which treatment is 
received to render dental Services, perform dental surgery, or administer anesthetics for dental surgery. 
 
Denturist:  A person who is licensed to make fit, and repair artificial dentures and is operating under the scope of his or 
her license. 
 
[Domestic Partner:  An individual in a relationship with You that satisfies the following criteria: 

1. [For at least [3,6, 12, 18, 24] consecutive months prior to Your Domestic Partner’s Effective Date of Insurance, 
You and Your Domestic Partner, [have had a declaration of domestic partnership on file with a state or local 
government Domestic Partner Registry] [are and have been each other’s sole Domestic Partner and have 
maintained the same principal place of residence]; and] 

2. [Your Domestic Partner is at least 18 years of age; and] 
3. [You and Your Domestic Partner are not married or related by blood; and] 
4. [You and Your Domestic Partner are jointly responsible for each other’s welfare and financial obligations; and] 
5. [You and Your Domestic Partner have filed a Domestic Partner affidavit [with Us]; and] 
6. [You and Your Domestic Partner are not legally married to anyone else.]] 

 
Effective Date:  The date on which insurance Coverage begins under the Policy.  
 
[Eligible Class:  A group of people who are eligible for Coverage under the Policy. [See the Schedule of Benefits for a list 
of Eligible Classes.] Each person of the Eligible Class will qualify for insurance on the date he or she completes the 
required Eligibility Waiting Period, if any.] 
 
[Eligible Dependent:  Includes: 

1. Your Spouse (if not legally separated or divorced from You); 
2. unwed Child from the moment of birth, until the Child attains Age [19-26];  and 
3. [unwed Child who is a student may be covered until Age [22-35] provided such Child is a Full-Time Student and 

more than 50% dependent on You for support and maintenance and proof of the Child’s enrollment as a Full-Time 
Student must be submitted to Us.]    

 
Children include natural children, stepchildren, adopted children, [grandchildren] children Placed for Adoption, children 
appointed to Your custody by a court order, or foster children who are dependent upon You for support.  Adopted children 
include a child where an Eligible Person has the assumption and retention of a legal obligation for total or partial support 
of a child in anticipation of the adoption of the child. Such child is no longer considered an Eligible Dependent upon the 
termination of that legal obligation. 
  
[The term Eligible Dependent does not include any person who: 

1. [is in full-time active duty in the armed forces of any country or international authority; or] 
2. [lives outside of the United States [or Canada][Mexico]]; or 
3. [is an Insured Person under the Policy.]] 
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Eligible Person:  A person who [belongs to an Eligible Class as described in the Schedule of Benefits][is a registered 
Student, is enrolled, [attending class] and meets the eligibility requirements of the Policyholder’s school].  
 
[Eligibility Waiting Period:  The continuous length of time a Covered Person must serve in an Eligible Class to reach his 
or her eligibility date and begin his or her Coverage [and Your Eligible Dependent Coverage.]  [The Eligibility Waiting 
Period is shown in the Schedule of Benefits.]] 
 
[Emergency Treatment:  Treatment for a dental condition or symptom resulting from a dental disease or injury that arises 
suddenly and, in the judgment of a reasonable person, requires immediate care and treatment, and such treatment is 
sought or received within [24, 48, 72] hours of onset [or as soon as reasonably possible].   
 
[Enrollment Form:  The document completed by You in electing Coverage under the Policyholder’s Policy.] 
 
[Family Member:  A person who is related to the Covered Person in any of the following ways: Spouse, brother-in-law, 
sister-in-law, daughter-in-law, son-in-law, mother-in-law, father-in-law, parent (includes stepparent), brother or sister 
(includes stepbrother or stepsister), or Child (includes legally adopted, step or foster child). A Family Member includes an 
individual who normally lives in the Covered Person’s household. ] 
 
[Full-Time:  A regular workweek as defined by the Policyholder. We have the right to verify the hours worked by reviewing 
payroll records and/or income tax records. ] 
 
[Full-Time Student:  A student who is enrolled in an Accredited educational institution or licensed trade school and 
considered full time according to the institution or school that he or she is attending.] 
 
Group:  A Policyholder or entity who has entered into a contract with Us to provide Coverage under the Policy.  
 
[In-Network Benefits:  Dental Benefits provided under this Certificate for Covered Procedures that are provided by a 
Participating Provider.] 
 
Insured Person:  A person who is an Eligible Person, [who has qualified for insurance by completing the Eligibility Waiting 
Period, and for whom insurance under the Policy has become effective][who is enrolled at and meets the eligibility 
requirements of the Policyholder’s school].  
 
[Leave of Absence:  An arrangement where You and the Policyholder agree that You will not be Actively at Work for a 
specific period of time and You are expected to be Actively at Work at the end of that period.  Refer to When Your 
Insurance Ends to determine how long Your Coverage can be continued during a Leave of Absence.] 
 
[Maximum Lifetime Benefit:  The maximum amount payable for each Covered Person under this Policy [for Orthodontia 
Services] during his or her lifetime.  This maximum is shown in the Schedule of Benefits.] 
 
Natural Tooth:  Any tooth or part of a tooth that is: 

1. organic and formed by the natural development of the body (i.e. not manufactured). Organic portions of a tooth 
include the clinical crown, enamel, dentin, cementum, root, and the enclosed pulp (nerve); and  

2. performing its normal role in the mastication (i.e., chewing) process in the Covered Person's upper or lower arch 
and which is opposed in the Covered Person's other arch by another Natural Tooth or prosthetic (i.e., artificial) 
replacement. Third Molars are not considered Natural Teeth for purposes of the Policy.  

 
[Non-Participating Provider:  A Provider  who is not a Participating Provider. These Providers have not entered into an 
agreement with us to limit their charges. ] 
 
[Out-of–Network Benefits:  Dental Benefits provided under this Certificate for Covered Procedures that are not provided 
by a Participating Provider.]  
 
[Part-Time:  A schedule of work defined as part-time by the Policyholder. We have the right to verify the hours worked by 
reviewing payroll records and/or income tax records. ] 
 
[Participating Provider:  A Provider who has been selected by Us for inclusion in the Participating Provider Program. 
These Participating Providers agree to accept Our Participating Provider Maximum Allowed Charges as payment in full for 
Services rendered. When dental care is given by Participating Providers, the Covered Person will generally incur less out-
of-pocket cost for Services rendered.]  
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[Participating Provider Maximum Allowable Charge (MAC):  The MAC is used if a Provider who is a Participating 
Provider performs a Covered Procedure. This is the amount that the Provider has agreed with Us to accept as payment in 
full for a dental Service. The MAC may also be used for Non-Participating Providers. ] 
 
[Participating Provider Program:  Our program to offer a Covered Person the opportunity to receive dental care from 
Providers who are designated by Us as Participating Providers.] 
 
[Participating Provider Program Directory:  A list that is periodically updated and consists of selected Providers who:  

1. are located in Your area; and  
2. have been selected by Us to be Participating Providers and part of the Participating Provider Program. ] 

 
[Placement for Adoption; Placed for Adoption:  A Child is placed in Your physical custody for the purpose of adoption.] 
 
Plan Year:  The period of time shown in the Schedule of Benefits as Calendar Year or Policy Year. ] 
 
Policy:  The agreement between Us and the Policyholder which states the terms, conditions, limitations, and the 
exclusions regarding Coverage.  
 
[Policy Anniversary:  The month and day as shown [on the Schedule of Benefits][in the Policy] as the Policy 
Anniversary.]  
 
[Policy Year:  For the first year is the period of time that begins on the Effective Date and ends on the day before the next 
following Policy Anniversary. For subsequent years, it is the period of time that begins on the first and each subsequent 
Policy Anniversary and ends on the day before the next Policy Anniversary.  [The Policy Year is shown in Your Schedule 
of Benefits.]] 
 
[Policyholder:  The organization [named in the Schedule of Benefits] who has contracted with us to provide benefits to 
You.] 
 
[Premium:  The periodic fee required to maintain Coverage for each Eligible Person and Dependent in accordance with 
the terms of the Policy.] 
 
[Prior Plan:  The plan providing similar insurance Benefits carried by the Policyholder on the day before [the Policy’s] 
Effective Date with Us.] 
 
Provider:   [The Preferred Treatment Location as shown in Your Schedule of Benefits or] A, Dentist, Dental Hygienist, or 
a Denturist as defined in this section.  [Provider does not include a Family Member.] 
 
Reservist:  A member of a reserve component of the Armed Forces of the United States.  Reservist also includes a 
member of the Army National Guard and the Air National Guard. 
 
Schedule of Benefits:  This document shows You the amount of Benefits provided under the Policy. 
 
[Scheduled Allowable Fee (SAF):  The plan uses a fee schedule to determine the amount payable for a Covered 
Procedure. This is the maximum charge that We allow for each Covered Procedure, regardless of the fee charged by the 
Provider. ] 
 
Service:   A procedure or supply which is performed by a Provider in connection with the dental care of a Covered 
Person. It is required and appropriate for treatment of the Covered Person’s dental condition according to broadly 
accepted standards of dental care as determined by Us or Our dental consultants.  
 
[Sign or Signed:  The use by a person of a symbol or method with the present intention to authenticate a record.  [Such 
authentication may be executed and/or transmitted by paper or electronic media, provided it is acceptable to Us and 
consistent with applicable law.]]   
 
Sound Natural Tooth:  A Natural Tooth which is fully restored to function, does not have any decay, is not more 
susceptible to injury than a virgin tooth, and is without periodontal disease.  
 
[Spouse:  Your lawful Spouse who is an Eligible Dependent.  [The term also includes [a registered] Domestic Partner or 
civil union partner who is an Eligible Dependent, where allowed by law.]] 
 



NSHDTL 2500 Page [ 8] of [31]  12/11/08 

[Student: A registered Student, [resident] [fellow]. [postdoctoral fellow], [domestic], [international Student] who is enrolled 
in a participating college, [taking at least [1-15] credit hours or more] [and is physically and actively attending classes for at 
least [1-31] days after their Effective Date of Coverage under the Policy].] 
 
Treatment Plan:  The Provider's report of recommended treatment on a form satisfactory to Us which:  

1. itemizes the dental Services; and,  
2. lists the charges for each itemized Service; and  
3. is accompanied by supporting pre-operative X-rays and other appropriate diagnostic materials required by Us.  

 
We, Us, Our, and Insurer:  Means Nationwide Life Insurance Company.  
 
[Written or Writing:  A record which is on or transmitted by paper or electronic media which is acceptable to Us and 
consistent with applicable law.] 
 
You and Your:  Refers to an Insured Person.  
 
Other terms are defined elsewhere under the Certificate. 
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[COVERED PERSONS PREMIUMS 
 

When are Your Premiums due? 
The first Premium for each Covered Person is due on the date he or she becomes covered under this Policy.][he or 
she enrolls for insurance under the Group Policy.] Each Premium after the initial Premium is due at the end of the 
period for which his or her preceding Premium was paid.  [See the Schedule of Benefits for the Frequency  of 
Premium payment.] 

 
What happens if You are late with a Premium payment? 

A Grace Period of [30,31,45,60, 90] days from the Premium due date is allowed for each Covered Person for payment 
of each Premium due after the initial Premium.  The Covered Person's insurance will be continued during the Grace 
Period.  If the Covered Person incurs a covered loss during the Grace Period, You will be liable to us for payment of 
any Premium accruing during the period we continued his or her Coverage under this provision. 
 
The Grace Period will not continue Coverage beyond a date as described in the “When will Your Coverage end?” 
provision.] 
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WHEN COVERAGE BEGINS AND ENDS 
 
Who is eligible? 

Eligible Person:  [An individual is eligible for Coverage if he or she is in an Eligible Class as [described in the Schedule 
of Benefits][defined by the Policyholder] and if he or she satisfies any Eligibility Waiting Period as [described in the 
Schedule of Benefits][defined by the Policyholder].]  [All registered Students who pay [full registration fees] and 
[actively attend class] [or [have matriculated] at the Policyholder's school for at least the first [0-31] days of the Policy 
Term] are [eligible to enroll] in the Policy [for the Fall, Winter, Spring] [for the Fall, Winter, Spring, and Summer Terms] 
[for the term enrolled].  Except in the case of medical withdrawal due to Sickness or Injury, any Student withdrawing 
from school during the first [0-31] days of the period for which Coverage is purchased, will not be covered under this 
Policy and a full refund of Premium will be made minus the cost of any claim Benefits made by Us.  Students 
withdrawing after such [0-31] days will remain covered under the Policy for the term purchased and no refund will be 
allowed.  Each Student, as determined by the school and the Company, is eligible for Coverage under this 
Policy.][Scholars, visiting and otherwise defined by the school, are also eligible for Coverage under this Policy.] 
 

[[Credit Hour Requirements]: An Eligible Person must be registered for more than [one (1) –fifteen (15)] credits in 
a quarter/semester.  [The following courses are excluded from being applied towards the required minimum credit 
hours: 

1. [Distance Learning Courses] 
2. [Courses taken as audit ] 
3. [Courses taken as Pass/Non-Pass] 
4. [Courses taken Grad Non-Degree] 
5. [Home Study] 
6. [Correspondence] 
7. [TV courses]] 

 
[Eligible Dependent:  Your Eligible Dependents are also eligible for Coverage, provided that You are insured under the 
Policy and that Dependent Coverage is provided under the Policy.]   
 
[Dual Eligibility Status:  If both an Eligible Person and his or her Spouse are in an Eligible Class of the Policyholder, 
[each may enroll individually or as a Dependent of the other, but not as both. Any Eligible Dependent Child may also 
only be enrolled by one parent/guardian. If the Spouse carrying dependent Coverage ceases to be eligible, please 
notify Us immediately.  Dependent Coverage then becomes effective under the other Spouse’s Coverage].  
 

When do You enroll? 
Enrollment is when an Eligible Person completes an Enrollment Form giving the information We require.  [As the 
Eligible Person, if You are required to pay all or part of the Premium for Coverage, You must [acknowledge Your 
permission to the Policyholder to withhold such Premium from Your Pay][agree to make the required contributions and 
pay the first premium at time of enrollment.]  The enrollment for Coverage may be written or electronic on an 
Enrollment Form furnished or approved by Us.  
 
Eligible Person:  An Eligible Person who has met all eligibility requirements of the Group prior to the effective date of 
the Policy may request enrollment during the enrollment period that precedes the Effective Date of the Policy.  After 
the Effective Date of the Policy, a [new, newly hired] Eligible Person must request enrollment [during the Eligibility 
Waiting Period][no later than [30, 31, 45, 60, 90] days after [the date of hire][the end of the Eligibility Waiting 
Period][the date he or she becomes eligible].  An Eligible Person who does not enroll as indicated above [will be 
considered a late enrollee][and][may not enroll until the next annual enrollment period unless there is a Change in 
Family Status, as described below].  [Benefits may be limited for late enrollees under the Takeover of Existing 
Coverage section of this Certificate.]   [Additional Benefit Waiting Periods may apply.] {or} 
 
[An Eligible Person who has met all eligibility requirements of the Policyholder may enroll at any time throughout the 
Plan Year.  The Enrollment Form must be completed and Signed on or before the desired Effective Date of 
Coverage.] 
 
[Eligible Dependent:  If the Policy provides for Dependent Coverage, an Eligible Person may request enrollment of his 
or her Dependents at the time he or she requests enrollment for himself per the above.  If You acquire a new 
Dependent, as an Insured Person, You may request enrollment per the Change in Family Status provision below.  [If 
Eligible Dependents are not enrolled at this time, the Dependent will be considered a late enrollee.]  [The Dependent 
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may not enroll [until the next annual enrollment period] unless there is a Change in Family Status, as described 
below.]  [Proof of the Dependent relationship may be required by Us.]] 
 
[Change in Family Status:  Eligible Persons may enroll or change their Coverage if a change in family status occurs, 
provided an Enrollment Form is received within [30, 31, 45, 60, 90] days of the event. A change in family status means 
any of the following:  

1. Marriage [or lawful domestic partnership]; and,  
2. Divorce or legal separation; and,  
3. Birth, adoption, or Placement for Adoption of a Child; and,  
4. Death of a Spouse or Child; and  
5. A court or administrative order requiring the Eligible Person to provide Coverage for his or her Child; and 
6. Other changes as permitted by the Policyholder and Us.] 

 
[Newborn and Adopted Children/Children Placed for Adoption:  Your newborn or adopted child will be covered for the 
first 30,31,45,60,90] days following their birth, adoption, or Placement for Adoption. To continue Coverage beyond that 
[30,31,45,60,90]-day period, You must [notify Us in writing of the Child’s date of birth, adoption, or Placement for 
Adoption][enroll the Child] at any time during the [31,45,60,90]-day period.  Any required Premium must be paid when 
due from the date of birth, adoption, or Placement for Adoption.  Otherwise, Coverage for that Child will terminate as 
soon as the [30,31,45,60,90]-day period expires.] 
 
[Annual Enrollment:  Eligible Persons may enroll themselves and their Eligible Dependents during an annual 
enrollment period, as specified by the Policyholder and Us.]  
 

When will Your Coverage begin?  
[If the Policyholder requires You to contribute toward the cost of all or part of the insurance, such insurance will not 
become effective for You before the first premium is paid.] 
 
Subject to [the Eligibility Waiting Period] [and] Your enrollment [and payment of any Contributory portion of the 
premium due], You will become insured under the Policy at 12:00 AM at the main office of the Policyholder on Your 
first day of Coverage.  [If You are not Actively at Work on the date Your insurance Coverage would begin, Your 
insurance will begin on the date You come back to Active Work.] 
   

[When will Coverage begin for Your Dependents? 
Subject to the enrollment procedure described above and payment of the Premium due, Your Dependents will 
become insured on the same date and at the same time as You.   If You acquire additional Dependents after Your 
Effective Date of Coverage and have Dependent Coverage, and provided You enroll Your Eligible Dependents as 
indicated above, the Effective Date of the newly acquired Dependents will be [the date We accept the new 
enrollment], [the first of the month following the event causing eligibility][the first of the month following] the date You 
complete and Sign the Enrollment Form requesting Coverage], [subject to timely payment of any Premium due].  If 
You acquire additional Dependents after Your Effective Date of Coverage and do not have Dependent Coverage, and 
provided You enroll Your newly Eligible Dependents as indicated above, the Effective Date will be: 

1. [for Your Spouse, the first of the month following the event causing eligibility]; 
2. [for newborn children from the moment of birth]; 
3. [for adopted children the date of Placement for Adoption]; 
4. [for all other Eligible Dependents, the date You enroll such Dependent]; 

[subject to payment of any Premium due]. If Your Dependent is enrolled as a result of a court or administrative order, 
Coverage for such child shall take effect on the [date of enrollment][date of the order], if We are notified in accordance 
with our enrollment guidelines] [and] [once the required Premium, if any, has been paid].] 
 

[When will Benefits and/or rates change?  
Change in Eligible Class [or Location]:  The amount of Your Benefit [and/or Benefits for Your Covered Dependents] 
may change if You become insured under a different Eligible Class [or You move.] 

 
[The change][If the change would increase the amount of insurance, the increase] takes effect on the [first day of the 
Policy month [in which You are Actively at Work] following the] latest of the date: 

1. [the change is effective; or] 
2. [You] [the Policyholder] tell[s] Us [in Writing] about a change in Class [or location]; or 
3. [the Premium is paid based on the change.] 
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[If the change would decrease Your amount of insurance, the decrease takes effect [the first day of the Policy month 
[in which You are Actively at Work] following the date of the change][on the date of the change.]] 

 
When will Your Coverage end? 

All of Your insurance under the Policy will terminate at 11:59 p.m. at the main office of the Policyholder on the earliest 
of the following dates:  

1. [The [date] [last day of the month in] which Your employment terminates. For the purposes of insurance 
coverage Your employment will terminate when You are no longer Actively at Work. [However, if You are not 
Actively at Work due to Illness or Injury, Your insurance will be continued in force under the Policy until the 
earlier of: 
a. the date on which We receive Written notice from the [Plan Sponsor] that Your insurance is terminated. 
b. the end of the [[3,6,12,18,24] month] period following the date on which You were last Actively at Work]] 

2. The date the Policy terminates;  
3. [[The date] Your [employer, company] ceases to be an Affiliated [employer, company] with the Policyholder;] 
4. The [date][last day of the month] in which You cease to be an Eligible Person[,except due to a Leave of 

Absence];  
5. The date specified by Us in written notice to You that Your Coverage ends due to fraud or misrepresentation;  
6. The [date][last day of the month in which] We receive written notice from You or Policyholder telling Us to 

terminate Coverage of a Covered Person or the date requested in that notice, whichever is later;  
7. The last day of the period for which premium was paid, if a premium is not paid when due;  
8. The [date] [last day of the month] in which] the Policy is changed to end the insurance for Your Eligible Class;  
9. [The [date][last day of the month in which] You retire unless Your insurance is continued in a retired Eligible 

Class [as defined by the Policyholder][as shown in the Schedule of Benefits];] 
10. [For retirees, the date Your status as a retiree ends in accordance with the Policyholder’s retirement plan]; 
11. [The [date][last day of the month in which] You enter full-time active duty in the armed forces of any country or 

international authority]; 
12. [The [last day of the month following][date of] Your [60th,65th,70th,75th] birthday;] 
13. [The day after the last day of study in the sponsored program;] 
14. [The date of departure from the United States;] 
15. [The last day of [Spring][Summer] term;] 
16. [The date the Covered Person departs the Policyholder's school for their home country for a period in excess 

of [30, 31, 45  60, 90] consecutive days.  No Benefits will be payable for any medical treatment received in the 
Covered Person's Home Country;] 

17. The date of Your death. 
 
[Upon written request [within [15 – 60] days of leaving school], We will refund any unearned pro-rata Premium with 
respect to such person.] [We will refund the unearned pro-rata Premium to such person upon request.] 

 
[In addition, Coverage will be terminated on the first day of the calendar month following any month in which the 
number of hours worked falls below the minimum required hours as elected by the Policyholder.]   
 
[Leave of Absence:  Any Leave of Absence must have been authorized [in Writing] by Your Employer.  All premiums 
otherwise required by the Policy must be paid in order for any continuance of insurance provision to be applicable.] 
 
[If Coverage is continued in accordance with the Leave of Absence provision above, such continued Coverage will 
cease immediately if any one or more of the following events occurs: 

1. The leave terminates prior to the agreed upon date; 
2. The Policy terminates [or Your employer ceases to be [an Affiliated employer of] the Policyholder]; 
3. You or the Policyholder fail to pay premium when due; or 
4. The Policy no longer insures Your Eligible Class.] 

 
[When will Coverage end for Your Dependent? 

Your Dependent's insurance under the Policy will terminate at 11:59 p.m. at the main office of the Policyholder on the 
earliest of the following dates:  

1. The date the Policy terminates;  
2. [The [date][last day of the month] the Dependent ceases to be an Eligible Dependent] or [if the Dependent 

ceases to be an Eligible Dependent, the earliest of: 
a. the [date][last day of the month] the Dependent reaches his or her maximum age under the Policy; or 
b. the [last day of the month] following a [1,2,3] year period of time from the date the Dependent lost 

eligibility];  
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3. The [date][last day of the month] in which You cease to be insured under the Policy, [unless Benefits are 
extended under the “Will Benefits be extended beyond the termination date for any reason?” provision 
noted below]; 

4. The [date][last day of the month in which] You cease to be in an Eligible Class for Dependent Coverage; 
5. The last day of the period for which premium was paid, if a premium is not paid when due; 
6. The [date][last day of the month] We receive written notice from You or the Policyholder telling Us to terminate 

Coverage on any Dependent or the date requested in that notice, whichever is later; 
7. The [date] the Policy is changed to end the insurance for Your Eligible Class; 
8. [The [date] that the Dependent enters full-time active duty in the armed forces of any country or international 

authority]; 
9. [For Your Dependent Spouse [the [last day of the month following][date of][Your][His] [60th, 65th, 70th, 75th] 

birthday; 
10. [The [date][last day of the month in which] You retire;]  
11. The date of Your death, [unless Benefits are extended under the “Will Benefits be extended beyond the 

termination date for any reason?” provision noted below].] 
 

[Handicapped Dependent Children:  Insurance will continue for a handicapped Child who has attained either limiting 
Age shown above, if such Child is unwed and mentally or physically incapable of earning their own living; and 
dependent on You for support and maintenance and was covered on the day immediately prior to attaining the limiting 
Age.  Proof of incapacity must be furnished to Us within [30, 31, 45, 60, 90] days of attainment of the limiting Age.] 

 
[Notice Required When Your Coverage Terminates:  We must be informed within [30, 31, 45,60, 90] days of the date 
Your Coverage terminates for any reason. Failure to provide timely notice will not continue Your insurance past the 
time it would have otherwise ended as provided above. In the event Premiums have been paid to Us on Your behalf 
after Your Coverage should have terminated, We will refund the Premium for the period for which Premiums were 
paid in error up to a maximum of [1, 2, 3] Policy months [or to the last Policy Anniversary, whichever is less]. If We are 
not notified that Your Coverage is terminated and We pay any Benefits for Your Covered Expenses incurred after the 
date Your Coverage terminated, [the full amount of those Benefits will be considered an overpayment which must be 
repaid to Us][or You will be responsible for payment of all Premiums due through the Policy month in which Benefits 
were paid].]  
 

[What happens to Your insurance when You retire? 
As a retiree, You are eligible for insurance under the terms of the Policy if You were Actively at Work and covered for 
insurance on the day immediately preceding the date of Your retirement and You have retired in accordance with the 
Policyholder’s retirement plan.]   
 

[Will Benefits be extended beyond the termination date for any reason? 
If Your insurance ends while a Covered Person is in the process of having dental work completed under this Policy, 
there will be an additional [30, 31,45,60, 90, 120, 180] days for completion if: 

1. the dental expense is incurred while insured under this benefit; and 
2. the dental procedure is completed within [30,31,45, 60, 90, 120 180] days after Coverage terminates.   

 
[If, for any reason other than death, You cease to be insured under this Policy, Benefits for Orthodontia Services will 
be paid to the date Your Coverage terminates.  The final payment will be determined on a pro rata basis.]  In the event 
of Your death, Covered expenses, [including orthodontic expenses] for Your Covered Dependents will continue [at no 
charge] until the earliest of: 

1. the [date][last day of the month] the Covered Dependent ceases to be an Eligible Dependent; or 
2. the date Your Covered Dependent becomes insured under another group dental plan; or 
3. the date the Policy terminates; or  
4. [the first of the month following] one month from the date of Your death. 

 
If a Dependent Child no longer meets the definition of a Dependent, Benefits for Orthodontia Services will continue to 
be paid, according to the terms of this Policy, as long as: 

1. the active orthodontic appliance was first placed while the Dependent Child was covered; and 
2. the Dependent Child continues to receive orthodontic treatment; and 
3. Your Coverage under this Policy continues.]] 

 
[What happens if You return to [Active Work][eligible status]? 

[After release from active duty:  If Your insurance or Your Eligible Dependent’s insurance ends due to Your being 
called or ordered to full-time active duty in the armed forces of any country or international authority, such insurance 
will be reinstated without any Eligibility Waiting Period when You return to Active Work.] 
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[After [termination of employment][or][loss of eligibility]:  If You [return to Active Work] [or] [meet the definition of 
Eligible Person] [within the same Plan Year][but no more than][[within] [30,31,45 60, 90, 120,180] days of the date 
Your Coverage terminated][within the same Plan Year], You may [become an Insured Person][re-enroll for insurance 
under this Policy].  [We will waive the Eligibility Waiting Period and give You and Your Covered Dependents credit for 
any portion of the [Deductible] [and] [Benefit Waiting Period] satisfied prior to termination.]]] 
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[TAKEOVER OF EXISTING COVERAGE 
 
How are Benefits paid differently if this is a Takeover Benefit plan? 

The following provisions are applicable if this dental plan is replacing an existing group dental plan in force (referred to 
as “Prior Plan”) at the time of application. These are called “Takeover Benefits.”  The Schedule of Benefits shows if 
Takeover Benefits apply. 
 
Benefit Waiting Period Credit:  When We immediately take over an entire dental group from another insurance 
company, those Covered Persons of the Prior Plan on the day immediately prior to the takeover Effective Date will 
receive Benefit Waiting Period credit if they are eligible for Coverage on the Policy Effective Date of Our plan [and 
were covered under the Prior Plan continuosly for a [6, 12, 18, 24 ] month period].  The Benefit Waiting Period credit 
does not apply to new Insured Persons, Eligible Dependent add-ons, Late Entrants, or re-enrollees. 
 
[Deductible Credits  

1. [For Calendar Year Plans:  Deductible credits will be granted for the amount of Deductible satisfied under the 
Prior Plan during the current Calendar Year. ] 

2. [For Policy Year Plans:  The Deductible will begin anew on the Policy’s takeover Effective Date, which marks 
the start of a new Policy Year.  ]] 

 
[Plan Year Benefit Maximum  

1. [For Calendar Year plans:  All paid Benefits applied to the Plan Year Benefit Maximum under the Prior Plan 
will also be applied to Plan Year Benefit Maximum under this Certificate during the current Calendar Year.] 

2. [For Policy Year plans:  The Plan Year Benefit Maximum will begin anew on the policy’s takeover Effective 
Date, which marks the start of a new Policy Year.]] 

 
[If You had Coverage for Orthodontia Services for Your covered Dependent Children under the Prior Plan and You 
have Coverage for Orthodontia Services under this Certificate, We will not pay Benefits for expenses for Orthodontia 
Services unless: 

1. You submit proof that the Maximum Lifetime Benefit for Orthodontic Services for this Certificate was not 
exceeded under the Prior Plan; 

2. treatment for Orthodontia Services was started and bands or appliances were inserted while insured under 
the Prior Plan; and 

3. treatment for Orthodontia Services is continued for Your Covered Dependent under this Certificate.] 
 
[What is the Lifetime Maximum under this Takeover Benefit plan? 

If You submit the required proof, the Maximum Lifetime Benefit for treatment for Orthodontia Services, it will be the 
lesser of this Certificate’s Maximum Lifetime Benefit for Orthodontic Services or the Prior Plan’s Orthodontic Maximum 
Lifetime Benefit.  The Maximum Lifetime Benefit for Orthodontia Services payable under this Certificate will be 
reduced by the amount paid or payable under the Prior Plan.] 

 
[Does the Prior Carrier have any responsibility for treatment costs? 

The prior carrier is responsible for costs for procedures begun prior to the Effective Date of this Coverage.] 
 
[What if a Covered Person has had prior extractions? 

If:  
1. treatment is dentally necessary due to an extraction which occurred before the Effective Date of this 

Coverage while a Covered Person was covered under the Prior Plan; and  
2. treatment would have been covered under the Policyholder’s Prior Plan; then 

 
We will apply the expenses to this plan as long as they are Covered Procedures under both this Certificate and the 
Prior Plan.] 

 
[How is Coverage for treatment in progress handled? 

If a Covered Person was covered under the Prior Plan on the day before this Certificate replaced the Prior Plan, the 
Covered Person may be eligible for Benefits for treatment already in progress on the Effective Date of this Certificate.  
However, the expenses must be Covered Procedures under both this Certificate and the Prior Plan. This is subject to 
the following: 

 
Extension of Benefits under Prior Plan.  We will not pay Benefits for treatment if: 

1. the Prior Plan has an Extension of Benefits provision; 
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2. the treatment expenses were incurred under the Prior Plan; and 
3. the treatment was completed during the extension of Benefits. 

 
We will consider only the percentage of treatment completed beyond the extension period to determine any Benefits 
payable under this Certificate.]] 
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COVERAGE PROVISIONS 
 
What Benefits are provided to Covered Persons? 

Upon receipt of Proof of Loss that a Covered Person has incurred a Covered Procedure as shown in the Schedule of 
Covered Procedures, We will determine if Benefits are payable.   
 
Before we determine Benefits, the Covered Person must satisfy any Benefit Waiting Periods and the Deductible, if 
applicable.  We then pay the Percentage of Covered Expense, subject to the Plan Year Benefit Maximum, for 
Covered Procedures.   The Covered Procedure must be for:   

1. necessary dental treatments to a Covered Person while his or her Coverage under the Policy is in force; and 
2. treatment, which in Our opinion has a reasonably favorable prognosis for the patient.  

The procedure must be performed by a Provider.  
 
Additionally, the benefit payable is subject to the following: 

1. The Covered Procedure must start and be completed while the Covered Person’s Coverage is in force, 
[except as provided in the “Takeover of Existing Coverage” section of this Certificate]. 

2. Each Covered Procedure may be subject to specific Frequency Limitations, as shown on the Schedule of 
Covered Procedures. 

3. Other limitations and Exclusions that may affect Coverage are shown in the “Exclusions” section of this 
Certificate. 

 
A Covered Person may choose a Provider of his or her choice, and may choose the Services of a Provider who is 
either a Participating Provider or a Non-Participating Provider.  Benefits under this Certificate are determined and 
payable in either case.  If a Participating Provider is chosen, the Covered Person will generally incur less out-of-
pocket cost unless the Policyholder has selected an In-Network only plan [or if treatment is for Emergency Treatment].  
If a Covered Person must receive Emergency Treatment and an  In-Network or Participating Provider is not available 
to immediately treat the condition and a Non-Participating Provider is available to do the Emergency Treatment, We 
will pay Benefits as if the Emergency Treatment is provided by a Participating Provider.] 

 
[How does a Deductible affect a Covered Person’s Benefits? 

The Deductible is applied chronologically according to the dates on which the Covered Procedures on a Claim were 
processed by Us.  The amount of the Deductible is shown in the Deductible section of the Schedule of Benefits.] 

 
[How does a Benefit Waiting Period affect a Covered Person’s Benefits? 

If a Covered Procedure is started before the Benefit Waiting Period for that procedure ends, that procedure is not 
covered under the Policy.  If a Covered Person’s Coverage under the Policy ends and then the Person later becomes 
insured again, that Covered Person’s Effective Date is the most recent Effective Date unless stated otherwise in the 
Policy.  The Benefit Waiting Periods for Covered Procedures are listed in the Schedule of Covered Procedures.] [If 
You are a late enrollee, an additional 6 month Benefit Waiting Period will apply for Procedure Classes [B, C, D].] 

 
[Do You need a referral to see a Provider other than those indicated as Preferred Treatment Locations?   

You must first seek services from a Preferred Treatment Location (PTL).  If the PTLs cannot provide the service 
needed, You must obtain an initial referral that verifies that the services were not available at the PTL.  You are then 
free to seek services without penalty with a Provider outside of the PTL.  Expenses incurred for treatment rendered 
outside of a PTL for which no referral is obtained will be excluded from Coverage. 
 
A referral for outside care is necessary except under the following Conditions: 

1. Dental Emergency; 
2. When the PTL is closed [for 4 or more continuous days] due to official holidays or breaks; 
3. Dental care received when the Insured Person is more than [25-50] miles from campus; or 
4. Dental care obtained when the Insured is no longer able to use the PTL due to change in Student status. 

 
[A written referral from the PTL is required for any follow-up care, with a Provider other than the PTL, after Emergency 
services.]   
 
[Each written referral is valid for [30, 31, 45, 60, 90, 120, 180] days unless a greater time period is indicated on the 
referral form.] 
 
[A PTL referral does not constitute a guarantee of Benefits when treatment is provided outside the PTL.] 
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[Dependents are not eligible to use the PTL, and therefore, are exempt from the PTL referral requirement.]] 
 
[If Benefits are not paid at 100%, how does the Percentage of Covered Expense affect Benefits? 

The Percentage of Covered Expense is the percentage of the Covered Expense that We will pay for a Covered 
Procedure.  The percentage applicable to a Covered Person may vary by Covered Procedure and the length of time 
the Covered Person has been continuously covered for dental insurance.  The Percentage of Covered Expense for a 
Covered Procedure is shown in the Schedule of Benefits.] 

  
How are Covered Expenses determined? 

The Covered Expense is based on the Maximum Reimbursement for Your plan.  For Your plan, the Maximum 
Reimbursement is based on [CMAC][MAC][SAF][Billed Charges from a Preferred Treatment Location] and is shown in 
the Schedule of Benefits. 

 
Is there a Plan Year Maximum Benefit? 

The Plan Year Benefit Maximum is the maximum benefit payable by the Policy for all Covered Procedures completed 
in a Plan Year.  This maximum will apply even if a Covered Person’s Coverage is interrupted or if a Covered Person 
has been covered both as an Insured Person and as a Covered Dependent during a Plan Year.  The Plan Year 
Benefit Maximum is listed in the Schedule of Benefits. 

 
For purposes of Benefit payments, when does a procedure start? 

For benefit determination purposes, the following will define the date on which certain Covered Procedures will be 
deemed started for: 

1. Full Dentures or Partial Dentures, on the date the first impression is taken; 
2. Fixed Partial Dentures (including Maryland Bridges), Crowns, Inlays, Onlays and other laboratory prepared 

restorations, on the date the teeth are first drilled down to receive the restoration; 
3. Root Canal Therapy, on the date the pulp chamber is first opened; 
4. Periodontal Surgery, on the date the surgery is actually performed; and 
5. all other treatment, on the date the Service is performed. 

 
[Note: If Orthodontia Services are covered, see the Schedule of Covered Procedures in the Schedule of Benefits for 
Start Dates.] 

 
For purposes of Benefit payments, when is a procedure completed? 

For benefit determination purposes, the following will define the date on which certain Covered Procedures will be 
deemed completed for: 

1. Root Canal Therapy, on the date the canals are permanently filled; 
2. Fixed Partial Dentures (including Maryland Bridges), Crowns, Inlays, Onlays, and other laboratory prepared 

restorations, on the date the restoration is permanently cemented in place; 
3. Dentures and Partial Dentures, on the date that the final completed appliance is first inserted in the mouth  

(However, no denture or partial denture will be considered completed unless and until it is accepted by the 
patient.); and 

4. all other treatment, on the date the procedure is started. 
 

[Note:  If Orthodontia Services are covered, see the Schedule of Covered Procedures in the Schedule of Benefits  for 
Completion Dates.] 

 
When does a Covered Person have to obtain a Pre-estimate for the cost of the Procedure? 

Whenever the charge for any treatment is expected to exceed [$100-$1,000], We suggest that the Treatment Plan be 
submitted to Us by the Provider for review before treatment begins.  The Treatment Plan should be accompanied by 
supporting pre-operative X-rays and any other appropriate diagnostic materials that We or Our dental consultants 
request. 
 
We will notify the Covered Person’s attending Provider of the estimated Benefits payable based upon the Treatment 
Plan.  In determining the amount of Benefits payable, consideration will be given to alternate procedures that may 
accomplish a professionally satisfactory result.  We will pay a benefit toward the cost of the more expensive procedure 
or material, but payment will be limited to the Benefits payable for Covered Expenses for the least costly Service.  We 
will not pay the excess amount. 

 
Are alternative Benefits acceptable or required? 

There is often more than one Service that can be used to treat a dental problem or disease.  In determining the 
Benefits payable on a Claim, different materials and methods of treatment will be considered.  The amount payable 
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will be limited to the Covered Expense for the least costly Service, which meets broadly accepted standards of dental 
care as determined by Us.  The Covered Person and his or her Provider may decide on a more costly procedure or 
material than We have determined to be satisfactory for the treatment of the condition.  We will pay a benefit toward 
the cost of the more expensive procedure or material, but payment will be limited to the Benefits Payable for Covered 
Expenses for the least costly Service.  We will not pay the excess amount.  

 
What if multiple dental Services are performed at the same time? 

When certain complicated dental Services are performed and other less extensive Services are performed at the 
same time, they will be considered component parts of the primary Service.  For benefit purposes under the Policy, 
these less extensive Services are considered to be integral components of the primary Service.  Even if the Provider 
bills separately for the primary Service and each of its component parts, the total Benefit payable for all related 
charges will be limited to the Benefits payable for Covered Expenses for the primary Service. 
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[PORTABILITY OF INSURANCE 
 

May You continue insurance after termination of eligibility? 
Portability of insurance is the continuation of [some or all of] [the Policy's] Coverage after termination of Your 
employment or eligibility under Your Eligible Class while the Policy is in force.  The premium for the Portable coverage 
will be determined by the Policy type, Your risk classification, [Your location], and Our published rates in effect.  
[Premium rates will increase [annually on Your date of birth].]  You must pay the Premium for the Portable coverage 
directly to Us.  You must apply for, and be eligible for, this coverage pursuant to the following terms of this provision.   

 
[Portable coverage is not available for Covered Dependent’s Coverage.][Portable coverage is not available for 
Covered  Dependent Child(ren)]] 

 
Who may become insured? 

The Eligible Class or Eligible Classes of persons who may be insured under this provision are all of those who satisfy all 
of the following conditions. 

1. [[You] were insured by Us [for at least [3,6,12,18,24] months].] 
2. [Your] [Covered Person’s] insurance provided by the other terms of the Policy terminated due to [termination of 

Your employment][or] termination of [Your] Eligible Class of Coverage prior to termination date of the Policy. 
3. [[You] are under [60, 65, 70, 75] years of age.] 
4. [You have not attained [Your] Retirement Date].] 
5. [Your [Covered Dependent Spouse][Dependents] will also be allowed to apply for Portable coverage so long as 

You elect Portable coverage and the Dependent(s) insured under the Policy are [under [60, 65, 70, 75] years of 
age, and are] otherwise eligible under the Eligible Dependent Definition.] 

 
How and when insurance will continue? 

[You] must elect by Written application to continue coverage under [this provision][the Group Portable Insurance Trust 
Policy] within the [30, 31, 45, 60, 90] day period immediately following the date on which [Your] insurance terminated. 
 
If [Your] premium and application are received by Us within this period, Portable coverage will take effect on the [31st, 
32nd, 46th, 61st, 91st] day immediately following the date of termination. 
 
An application to become insured must be completed on a form approved for that purpose by Us.  It must be received by 
Us at Our [Home Office][Administrative Office] within the [30, 31, 45, 60, 90] day time period. 

 
How much insurance is Portable Coverage? 

The amount of insurance and Benefits applicable to [You] [and Your Covered Dependents] will be the same Benefits  
that [You] [and Your Covered Dependents] had under the Policy on the date that insurance under the Policy terminated.  
The amount of insurance and Benefits are shown on the [Certificate][coverage statement] that We will issue to [You]. 
 
No amount or type of coverage will be eligible to be continued under this Portability option unless such amount and 
type of coverage is elected on the initial Written application for Portable coverage.  No amount or type of coverage 
may be included in the Portable coverage if [You] [or Your Dependent] were not insured for the same amount and 
type of coverage at the time [Your] employment or eligibility under the Policy [would otherwise have] terminated and 
[You] became eligible for Portable coverage. 

 
Will there be Premium rate changes for Portable Coverage? 

We may change premium rates for Portable coverage at any time for reasons which affect Our risk assumed, 
including but not limited to the following: 

1. Changes occur in the coverage levels. 
2. Changes occur in the overall use of Benefits by all Covered Persons. 
3. Changes occur in other risk factors. 
4. A new law or change in existing law occurs which affects the risk assumed. 
 

The change in premium rates will be made on a class basis according to Our underwriting risk assessments.  We will 
notify [You] [in Writing] at least [30, 31, 45, 60, 90] days before a premium rate is changed.] 

 
When do Portable Coverage and Portable Coverage Eligibility end? 

Any Portable coverage in effect, and all eligibility for new Portable coverage ends on the earliest date shown below: 
1. On the last day of the period for which premiums have been paid in accordance with the Grace Period; 
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2. [On the day before [You] enter full-time active duty in the armed forces of any country or international 
authority;] 

3. On the date on which [You] request, [in Writing,] to have the insurance terminated; 
4. [On the date [You] attain Your Retirement Date;] 
5. [[3, 12, 18, 24, 36, 48, 60] months from the effective date of the Portable coverage;] 
6. [On Your  [60th, 65th, 70th,  75th]] birthday;] or 
7. [On the date of the termination of the Policy[the Group Portable Insurance Trust Policy].] 

 
[Any Dependent's Portable coverage in effect, and all eligibility for new Dependent Portable coverage ends on the 
earliest date shown below: 

1. On the last day of the period for which premiums have been paid in accordance with the grace period; 
2. [On the day before the Dependent enters full-time active duty in the armed forces of any country or 

international authority;] 
3. On the date on which You ask to have the insurance on Your Dependents terminated; 
4. On the date on which the Dependents insurance under the Policy is no longer in force; 
5. When the Dependent ceases to be an Eligible Dependent as defined under the [Policy][in the Group Portable 

Insurance Trust Policy]; 
6. On termination of Your insurance under the [Policy][the Group Portable Insurance Trust Policy]; or 
7. Upon Your death.] 

 
[You] or [Your] legal representative must notify Us [in Writing] within [30,31, 45, 60, 90] days after the date on which an 
event described above occurs. 
 
Portable coverage that has been terminated cannot be reinstated.   
 
[If You elect Portable coverage and You again become [an Eligible Person] of the Policyholder, Your Portable coverage 
will end when You become eligible under [the Policyholder’s Policy].] 

 
Definitions for Portability provision: 
 

[Group Portable Insurance Trust Policy:  The trust policy under which the Portable coverage is issued.  
Provisions of the Portable Insurance Trust Policy may differ from the provisions of Your Policyholder’s 
Policy.]   
 
[Grace Period:  With respect to payment of each premium, the [30, 31, 45, 60, 90] days after the date on which it is 
due.  The Portable coverage will remain in force during the Period of grace unless terminated in accordance with the 
Policy termination provision.  In any event, premiums are payable for any period of grace during which the Portable 
coverage continues in force.] 
 
Retirement Date:  The date You [or Your Covered Dependent] [begin receiving retirement benefits which You are 
eligible to receive as a result of past employment, whether or not the retirement benefits were funded in whole or in 
part by a previous employer.  This also includes retirement income from any federal, state, municipal or association 
plan][attain normal retirement age under the 1983 United States Social Security Act, and any amendments thereto]. 
 
Portable Coverage:  The insurance coverage provided, if applicable, by the [Portability of Insurance 
provision][Group Portable Insurance Trust Policy].] 
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[CONTINUATION OF COVERAGE 
 

[COBRA (Consolidated Omnibus Budget Reconciliation Act) 
 

Continuation Coverage under COBRA:  Continuation applies only to employers which are subject to the provisions of 
COBRA.  You should contact the Policyholder's plan administrator to determine if You are eligible to continue 
Coverage under COBRA or under the “State Law Continuation” provision.  We are not obligated to provide 
continuation Coverage to a Covered Person if the Policyholder or its designated plan administrator fails to perform its 
duties under federal law.  These duties include but are not limited to:  

1. notifying the Covered Person in a timely manner of the right to elect continuation Coverage; and  
2. notifying Us in a timely manner of the Covered Person's election of continuation Coverage.  

 
We are not the Policyholder's designated plan administrator and do not assume any duties of a plan administrator 
pursuant to federal law.  
 
If You chose continuation coverage under a Takeover Benefit plan which was replaced by this Policy, Your continued 
coverage shall terminate on the first to occur of: 

1. the date scheduled under the Prior Plan; or 
2. in accordance with the terminating events stated below. 

 
Qualifying Events for COBRA Continuation Coverage:  If Your Coverage terminates due to one of the following 
qualifying events, You are entitled to continue Coverage.  You may elect the same Coverage that You had at the time 
of the qualifying event.  Qualifying Events are:  

1. Your termination of employment with the Policyholder or reduction of hours, for any reason other than gross 
misconduct; or  

2. Your death; or  
3. a Covered Person’s  divorce or legal separation; or  
4. a Dependent Child's loss of eligibility; or  
5. entitlement of the Eligible Person to Medicare benefits; or  
6. for You, if retired,  and Your Covered Dependents, the filing of Chapter 11 bankruptcy by the Policyholder; or 
7. full-time active duty in the armed forces of any country or international authority. 

 
COBRA notification requirements and election period:  The Covered Person must notify the Policyholder's designated 
plan administrator within sixty (60) days of his or her divorce, legal separation or loss of eligibility as a Dependent.  
Continuation must be elected by the later of:  

1. 60 days after the qualifying event occurs; or  
2. 60 days after You receive notice of the continuation right from the Policyholder's designated plan 

administrator.  
 

You must pay the initial Premium due to the Policyholder's designated plan administrator within forty-five (45) days 
after electing continuation.  Your monthly Premium under COBRA may exceed the premium rate for the dental plan 
under the Policy. 
 
Terminating events for COBRA continuation coverage:  COBRA continuation under the Policy will end on the earliest 
of the following dates:  

1. 18 months from the date continuation began, if Your Coverage ended because employment was terminated 
or hours were reduced as described above.  If You are disabled at any time during the first 60 days of 
COBRA coverage, beginning on the day after termination of employment or reduction in hours, continuation 
Coverage may be extended to a maximum of twenty-nine (29) months.  You must give notice of Your 
disability within 60 days after the determination of the disability, and in no event later than the end of the first 
18 months, in order to extend Coverage beyond 18 months.  If You provide such notice, Your Coverage may 
be extended up to a maximum of 29 months from the date of such qualifying event or until the first month that 
begins more than 30 days after the date of any final decision that You are no longer disabled.  If You are 
disabled but have non-disabled family members who are entitled to COBRA continuation coverage, those 
non-disabled family members are also entitled to the 29 month disability extension.  You must provide notice 
of any final determination that he or she is no longer disabled within 30 days of such determination;  

2. 36 months from the date continuation began for a Dependent whose Coverage ended because of Your death, 
divorce or legal separation from You, loss of eligibility by a Dependent Child or entitlement of the Eligible 
Person to Medicare benefits, in accordance with Qualifying Events described in items 2-6 above; 

3. The date Coverage terminates under the Policy for failure to make timely payment of the Premium; 
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4. The date coverage is obtained under any other Group health plan.  If such coverage has a limitation or 
exclusion with respect to a Covered Person's pre-existing condition, continuation will end on the date such 
limitation or exclusion ends.  The other Group health coverage shall be primary for all health care except 
health care which is subject to the pre-existing condition limitation or exclusion.  If the other Group health 
plan's pre-existing condition limitations or exclusions cannot be applied because of the restrictions under the 
Health Insurance Portability and Accountability Act of 1996, then COBRA continuation will end on the date 
You became covered under the other Group health plan;  

5. The date a Covered Person becomes entitled to Medicare, except that this will not apply if the Coverage was 
terminated because the Policyholder filed for bankruptcy, in accordance with Qualifying Event in item 6 
above;  

6. The date the Policy terminates; or 
7. The date Coverage would otherwise terminate under the Policy. 

 
If Your Coverage ended because employment was terminated or hours reduced as described in item 1 of Qualifying 
Events and during the 18 month continuation period a second Qualifying Event occurs, Your Coverage may be 
extended up to a maximum of 36 months.  The 36 month period starts from the date Coverage ended due to the first 
Qualifying Event.  If You are entitled to continuation because the Policyholder filed for bankruptcy, as described in 
item 6 of the Qualifying Events and You, if retired, dies during the continuation period, the Dependents are entitled to 
continue Coverage for 36 months from the date of death.  Terminating events 2-7 above shall apply during any 
extended continuation period.  
 
A Dependent whose continuation Coverage terminates because the Eligible Person becomes entitled to Medicare 
should contact the Policyholder's designated plan administrator for information regarding an extension of continuation 
Coverage for an additional period of time.] 

 
[State Law Continuation 
     

Eligibility for state continuation coverage:  If Your Coverage under the Policy would otherwise terminate due to 
involuntary termination of employment, You and Your Covered Dependents are entitled to continue Coverage if all the 
following criteria apply:  

1. You were continuously covered under the Policy (or under the Policy and any similar Group plan which was 
replaced by this Policy) for the entire 3 month period before the termination of employment; and  

2. You are entitled to unemployment compensation benefits at the time of the termination of employment; and  
3. You are not and do not become covered by or eligible for coverage by Medicare; and  
4. You are not and do not become covered under any other Group health plan. 

 
Notification requirements and election period under state law:  The Policyholder must notify You of the right to 
continue Coverage at the time the Policyholder notifies You of the termination of employment.  
 
You must file a written election of continuation with the Policyholder and pay the first month's Premium for continued 
Coverage no later than:  

1. [10] days after the date Your Coverage would otherwise terminate, if the Policyholder notified You of the right 
of continuation prior to such date; or  

2. [10] days after the Policyholder notifies You of the right of continuation, if the notice is given after the date on 
which Your Coverage would otherwise terminate; or  

3. [31] days after the date his or her Coverage would otherwise terminate, if the Policyholder fails to tell You of 
the right of continuation. 

 
Terminating events for state continuation coverage:  Continuation Coverage under the Policy will end on the earliest of 
the following dates:  

1. The date You cease to be eligible for continuation as described in this provision; 
2. 6 months from the date continuation began;  
3. The date Coverage terminates under the Policy for Your failure to make timely payment of a required 

Premium;  
4. The date the Policy terminates; or  
5. the date Coverage would otherwise terminate under the Policy.]] 
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CLAIM PROVISIONS 
 
Submitting Claims and Receiving Reimbursement 

How to submit a claim:  Written notice of claim must be given to Us within [10-365] days after the date of loss. [The 
Claimant or You may use standard American Dental Association (ADA) approved Claim forms supplied by Your 
Provider or You may request forms from Us.  Upon receipt by Us of the request for claims forms,  We will send Claim 
forms to the Claimant or You.  If such forms are not sent to You or the Claimant within [10-365] days, You or the 
Claimant will meet the Proof of Loss requirements below if We are given written proof of the nature and extent of the 
loss including the treatment performed in terms of the ADA Uniform Code on Dental Procedures and Nomenclature or 
by narrative description.]  We reserve the right to request x-rays, narratives and other diagnostic information, as we 
see fit, to determine Benefits. 
 
When to submit a claim:  Proof of Loss must be provided within [30,31,45,60,90,120,180] days from the date of loss to 
file written Proof of Loss.  We will not deny or reduce any Claim filed after [30,31,45,60,90,120,180] days from the 
date of loss if: 

1. it was not reasonably possible to file the Claim within that [30,31,45,60,90,120,180] day period. 
2. the Claim is filed as soon as it is reasonably possible. 

 
In any event, Proof of Loss must be given to Us [in a reasonable time.] [within [1,2,3] year after it is due, unless You 
are legally incapable of doing so.] 
 
What if additional information is required?  If the Proof of Loss provided does not contain all necessary information or 
is not on an appropriate Claim Form, forms for filing Proof of Loss will be sent to the Claimant along with a request for 
the missing information.   
 
When will the Claim be paid?  After receiving written Proof of Loss and Premium payment, We will pay all Benefits 
then due for dental Claims directly to [You][or][Your Provider].  We will pay all Claims or any portion of any Claims 
within [10-365] days, or as required by Your state, after receipt of the Claim.  If a Claim or a portion of a Claim is 
contested by Us, You shall be notified in writing, that the Claim is contested or denied, within [10-365] days after 
receipt of the Claim by us.  The notice that a Claim is contested shall identify the contested portion of the Claim and 
the reasons for contesting the Claim.  Upon receipt of the additional information requested from You, We shall pay or 
deny the contested Claim or portion of the contested Claim, within [10-365] days.  [We shall not pay or deny any 
Claim later than [10-365] days after receiving the Claim.]  We will, upon request, provide to You an estimate of the 
amount We will pay for a particular dental Service.   

All payments made to or by Us will be made in United States dollars. 
 
What if there is an overpayment of Benefits?  We reserve the right to deduct from any Benefits properly payable under 
this Policy the amount of any payment that has been made: 

1. in error; or 
2. pursuant to a misstatement contained in a Proof of Loss; or 
3. pursuant to fraud or misrepresentation made to obtain coverage under this Policy within [1,2,3] years after the 

date such Coverage commences; or 
4. with respect to an ineligible person; or 
5. pursuant to a Claim for which benefits are recoverable under any Policy or act of law providing coverage for 

occupational injury or disease to the extent that such benefits are recovered. 
 
Such deduction may be against any future Claim for Benefits under the Policy made by an Insured Person if Claim 
payments previously were made with respect to an Insured Person. 

 
[Coordination of Benefits (COB) 

What if a Covered Person has more than one plan covering similar procedures?  When a Covered Person has dental 
coverage under more than one Plan, as defined below, the benefits payable between the Plans will be coordinated.   

 
Benefit Coordination:  Benefits will be adjusted so that the total payment under all Plans is no more than 100 percent 
of the Insured’s Allowable Expense. In no event will total benefits paid exceed the total payable in the absence of 
COB.  

 
If a Covered Person’s Benefits paid under this Plan are reduced due to COB, each benefit will be reduced 
proportionately.  Only the amount of any benefit actually paid will be charged against any applicable Plan Year Benefit 
Maximum. 
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Order of Benefit Determination: 

1. When this is the Primary Plan, We will pay Benefits as if there were no other Plans.  
2. When a person is covered by a Plan without a COB provision, the Plan without the provision will be the 

Primary Plan.  
3. When a person is covered by more than one Plan with a COB provision, the order of benefit payment is as 

follows:  
a. Non-Dependent/Dependent. A Plan that covers a person other than as a Dependent will pay before a Plan 

that covers that person as a Dependent.  
b. Dependent Child/Parents Not Separated or Divorced. For a Dependent Child, the Plan of the parent whose 

birthday occurs first in the Calendar Year will pay benefits first. If both parents have the same birthday, 
the Plan that has covered the Dependent Child for the longer period will pay first. 

c. Dependent Child/Separated or Divorced Parents. If two or more Plans cover a person as a Dependent of 
separated or divorced parents, benefits for the Child are determined in the following order:  
i. The Plan of the parent who has responsibility for providing insurance as determined by a court order;  
ii.  The Plan of the parent with custody of the Child; 
iii. The Plan of the spouse of the parent with custody; and 
iv. The Plan of the parent without custody of the Child. 

d. Dependent Child/Joint Custody: If the joint custody court decree does not specifically state which parent is 
responsible for the Child’s medical expenses, the rules as shown for Dependent Child/Parents Not 
Separated or Divorced shall apply. 

e. Active/Inactive Employee. The Plan which covers the person as an employee who is neither laid off nor 
retired (or as that employee’s Dependent) is Primary over the Plan which covers that person as a laid off 
or retired employee. If the other Plan does not have this rule, and as a result, the Plans do not agree on 
the order of benefits, this rule is ignored.  

f. Longer/Shorter Length of Coverage. When an order of payment is not established by the above, the Plan 
that has covered the person for the longer period of time will pay first.  
 

Right to Receive and Release Needed Information:  We may release to, or obtain from, any other insurance company, 
organization or person information necessary for COB.  This will not require the consent of, or notice to You or any 
Claimant. You are required to give Us information necessary for COB. 

 
Right to Make Payments To Another Plan:  COB may result in payments made by another Plan that should have been 
made by Us. We have the right to pay such other Plan all amounts it paid which would otherwise have been paid by 
Us. Amounts so paid will be treated as benefits paid under this Plan. We will be discharged from liability to the extent 
of such payments.  

 
Right to Recovery:  COB may result in overpayments by Us. We have the right to recover any excess amounts paid 
from any person, insurance company or other organization to whom, or for whom, payments were made. 

 
Definitions Related to Coordination of Benefits 

 
Allowable Expense:  An expense that is considered a covered charge, at least in part, by one or more of the 
Plans.  When a Plan provides benefits by services, reasonable cash value of each service will be treated as both 
an Allowable Expense and a benefit paid.   
 
Coordination of Benefits:  Taking other Plans into account when We pay benefits. 
 
Plan:  Any plan, including this one that provides benefits or services for dental expenses on either a group or 
individual basis. “Plan” includes group and blanket insurance and self-insured and prepaid plans. It includes 
government plans, plans required or provided by statute (except Medicaid), and no fault insurance (when allowed 
by law). “Plan” shall be treated separately for that part of a plan that reserves the right to coordinate with benefits 
or services of other plans and that part which does not.  
 
Primary Plan:  The Plan that, according to the rules for the Order of Benefit Determination, pays benefits before 
all other Plans. 
 
Year:  The [Calendar Year] [Plan Year], or any part of it, during which a person claiming benefits is covered under 
this Plan.] 
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COMPLAINT AND APPEAL PROCEDURES 
 
What if You have questions about your Benefits or Claim payments? 

If You have any questions about Your Benefits, a specific Claim payment, or denial, You should contact Us in writing 
or by telephone within 30 days. 

 
What if You don’t agree with a Claim denial? 

If We send You a written statement denying Your Claim in whole or in part, You may submit a written appeal to Us 
that outlines Your concerns and Your efforts to resolve the matter.   The appeal must be filed within [30,31,45,60,90, 
120,180] days of the receipt of denial.  A written decision with respect to the appeal shall be sent to You within [30, 
31,45,60,90,120,180 ] days after its receipt, unless special circumstances exist which require additional time, in which 
case a written decision with respect to the appeal will be sent to You as soon as possible. 
 

Please send to: 
[TPA Address] 
 

If You are not satisfied by the appeal response or for any reason, You may write to the State of [Ohio Department of 
Insurance.]  Describe the circumstances and Your complaint. 
 

Please send to: 
[State of Ohio Department of Insurance 
2100 Stella Court 
Columbus, Ohio  43266-0566] 
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EXCLUSIONS 
 
No Benefits are payable under the Policy for the Services listed below.  In addition, the Services listed below will not be 
recognized toward the satisfaction of any Deductible: 
 

1. Any Services which are not included in the Schedule of Covered Procedures;  
2. Any Service started or appliance installed before the Effective Date or after the Termination Date, except in those 

instances noted in this Certificate; 
3. Any Service, which may not reasonably be expected to successfully correct the patient's dental condition for a 

period of at least [1-5] years, as determined by Us; 
4. Any procedure We determine is not necessary, does not offer a favorable prognosis, does not have uniform 

professional endorsement or is experimental in nature; 
5. Crowns, inlays, onlays, cast restorations, or other laboratory prepared restorations on teeth, which may be 

satisfactorily restored with an amalgam or composite resin filling; 
6. [Any treatment which is elective or primarily cosmetic in nature and not generally recognized as a generally 

accepted dental practice by the American Dental Association, as well as any replacement of prior cosmetic 
restorations unless such procedure is listed in the Schedule of Covered Procedures;] 

7. Appliances, Services or procedures relating to:   
a. the change or maintenance of vertical dimension; 
b. restoration of occlusion (unless otherwise noted in the Schedule of Covered Procedures—only for occlusal 

guards); 
c. splinting;  
d. correction of attrition, abrasion, erosion or abfraction; 
e. bite registration; or 
f. bite analysis; 

8. Replacement of bridges [unless the bridge is older than the age allowed in the Schedule of Covered Procedures 
and cannot be made serviceable]; 

9. Replacement of full or partial dentures unless the prosthetic appliance is older than the age allowed in the 
Schedule of Covered Procedures and cannot be made serviceable; 

10. Replacement of crowns, inlays or onlays unless the prior restoration is older than the age allowed in the Schedule 
of Covered Procedures and cannot be made serviceable; 

11. [For Orthodontia Services [unless otherwise listed as a Covered Procedure in the Schedule of Covered 
Procedures];] 

12. [Services provided for any type of temporomandibular joint (TMJ) dysfunctions, muscular, skeletal deficiencies 
involving TMJ or related structures, myofascial pain unless such procedure is listed as a Covered Procedure in 
the Schedule of Covered Procedures;] 

13. [Charges for implants of any type, and all related procedures, removal of implants, precision or semi-precision 
attachments, denture duplication, overdentures and any associated surgery, or other customized Services or 
attachments unless such procedures are listed as Covered Procedures in the Schedule of Covered Procedures;] 

14. Athletic mouth guards; myofunctional therapy; treatment for malignancies, cysts and neoplasms; failure to keep 
scheduled appointment; charges for completion of Claim forms, infection control; precision or semi-precision 
attachments; denture duplication; oral hygiene instruction; separate charges for acid etch; charges for travel time; 
transportation costs; professional advice; treatment of jaw fractures; orthognathic surgery; exams required by a 
third party other than Us, personal supplies (e.g., water pik, toothbrush, floss holder, etc.); or replacement of lost 
or stolen appliances; 

15. Prescription drugs, premedication, pharmaceuticals[, or analgesia]; 
16. Dental disease, defect or injury caused by a declared or undeclared war or any act of war or terrorism or taking 

part in an insurrection or riot; the commission or attempted commission of a crime; an intentionally self-inflicted 
injury or attempted suicide while sane or insane; 

17. Dental treatment not approved by the American Dental Association or which is clearly experimental in nature; 
18. Any charge for a Service for which benefits are available under Worker’s Compensation or an Occupational 

Disease Act or Law, even if You did not purchase the coverage that is available to You; 
19. Any charge for a Service performed outside of the United States other than for Emergency Treatment.  Benefits 

for Emergency Treatment performed outside of the United States are limited to a maximum of [$50-$500] per Plan 
Year; 

20. The initial placement of a removable full denture or a removable partial denture unless it includes the replacement 
of a Natural Tooth extracted while the Person is insured under the Policy; 

21. The initial placement of a fixed partial denture including a Maryland Bridge, unless it includes the replacement of a 
Natural Tooth extracted while the Person is insured under the Policy, provided that tooth was not an abutment to 
an existing partial denture.  Frequency Limitations for replacement of Dentures and bridges are stated in the 
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Schedule of Covered Procedures.  Benefits are payable only for the replacement of those teeth which were 
extracted while the Person was insured under the Policy;  

22. The replacement of teeth beyond the normal complement of 32;  
23. The replacement of an existing removable partial denture with a fixed partial denture unless upgrading to a fixed 

partial denture is essential to the correction of the Covered Person's dental condition;  
24. [Local anesthetic, including light anesthetic, as a separate fee]; 
25. Any Treatment Plan which involves full-mouth reconstruction by the removal and reestablishment of occlusal 

contacts of 10 or more teeth with restorations, crowns, onlays, inlays, fixed partial dentures, dentures, or any 
combination of these Services;  

26. Services with respect to congenital (hereditary) or developmental (before birth) malformations, except during the 
[15,31,45,60] day period immediately following the birth of Your Child, including but not limited to; cleft palate, 
maxillary and mandibular (upper and lower) malformations, enamel hypoplasia (lack of development), fluorosis, 
and anodontia; 

27. [Dental care paid for, required, or provided by or under the laws of a national, state, local or provincial 
government, or treatment furnished within a hospital or other facility owned or operated by a national or state 
government unless the Insured Person has a legal obligation to pay;] 

28. [Dental services performed in a hospital and related hospital fees;] 
29. [Services covered under an existing medical plan;] 
30. [The portion of an expense which is in excess of the reasonable charge;] 
31. [Fees associated with a cancelled or missed appointment;] 
32. [General anesthesia and I.V. sedation[, unless deemed medically necessary as determined by a professional 

consultant.  “Medically necessary” means that the general anesthesia and I.V. sedation is determined by Us to 
meet all of the following: 
a. Required to meet the health care needs of the Claimant; and 
b. Consistent (in scope, duration, intensity and frequency of treatment) with scientifically based guidelines of 

national dental or research organizations or governmental agencies accepted by Us; and 
c. Consistent with the diagnosis of the covered dental procedure; and 
d. Required for reasons other than the comfort or convenience of the Claimant; and 
e. Of demonstrated medical value and medical effectiveness.]] 

 
 
[Missing Teeth Limitation:  We will not pay benefits for replacement of teeth missing on a Covered Person’s Effective 
Date of insurance under this Certificate for the purpose of the initial placement of a full denture, partial denture or fixed 
bridge. In addition, In addition, such replacement will not be recognized toward the satisfaction of any Deductible.  
However, expenses for the replacement of teeth missing on the Effective Date will be considered for payment as follows: 

1. The initial placement of full or partial dentures will be considered a Covered Procedure if the placement includes 
the initial replacement of a Natural Tooth  extracted while the Covered Person is covered under the Group Policy; 

2. The initial placement of a fixed bridge will be considered a Covered Procedure if the placement includes the initial 
replacement of a Natural Tooth extracted while a Covered Person is covered under the policy.  However, the 
following restrictions will apply: 
a. Benefits will only be paid for the replacement of the teeth extracted while a Covered Person is covered under 

the Group Policy [or under the prior extraction provision in the “Takeover of Existing Coverage” section]; 
b. Benefits will not be paid for the replacement of other teeth which were missing on the Covered Person’s 

Effective Date. 
c. Missing teeth limitation will be waived after a Covered Person has been covered under the plan for [1-5] 

continuous years unless it is a replacement of an existing unserviceable prosthesis.] 
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GENERAL PROVISIONS 
 
Assignment 
You may assign the Benefits of the Policy to the Provider rendering dental Service.  You may not assign the Policy in any 
other way or to any other person.  We must be notified in Writing of the assignment.  The assignment will not be effective 
until we receive the Written notice.  We assume no responsibility for the validity of any assignment. 
 
Changes to Policy 
The Policy may be amended at any time by written agreement between the Policyholder and Us, without the consent of or 
notice to any other individual.  Any amendment to the Policy must be [in Writing] and be attached to it.  The amendment 
must bear the signature or a reproduction of the signature of Our President, a Vice President, or Secretary. 
 
[If an employee who is otherwise eligible for insurance is not Actively at Work on the Effective Date of the amendment, the 
effective date with respect to that employee will be on the date that he or she is again Actively at Work.  However, if the 
amendment reduces the amount of insurance to which the employee is entitled, the effective date will be the effective date 
of the amendment.] 
 
[Contestability of Coverage][Incontestability] 
We will not use misrepresentations made by You in a written application to contest the validity of the insurance with 
respect to which such statement was made, after such insurance has been in force prior to the contest for a period of two 
years during Your lifetime, unless the misrepresentations are fraudulent. This section does not prevent Us from using at 
any time a defense based on: 

1. non-payment of Premium; or 
2. any other provision of the Policy; or 
3. any other defense that is allowed by law. 

 
If You apply to add additional Covered Persons, the incontestable period with respect to newly added Covered Persons is 
for two years from such Covered Person’s effective date.  If You apply for increased Benefits under the Policy, We will not 
use misrepresentations made by You in a written application for such increase to contest the validity of the increased 
insurance with respect to which such statement was made, after such increase has been in force prior to the contest for a 
period of two years from the effective date of the increase. 
 
Errors 
You must be properly insured under the Policy. An error or omission by the Policyholder or by Us will not cause You to 
become Insured. An error or omission by the Policyholder or by Us will not cancel insurance that should continue nor 
continue insurance that should end. The requirements of the Policy must be properly met for any change in the amount of 
Your insurance to take effect.  We have the right to full recovery of any overpayments made.  Such reimbursement will be 
required regardless of whether the overpayment occurred due to an error by Us, or by You, or Your representative or 
beneficiary, or the Policyholder. 
 
Legal Actions 
No legal action may be brought against Us to recover Policy Benefits until at least [30, 31, 45, 60, 90] days after the 
required written Notice of Loss is submitted to Us.  No such action may be brought more than [1-10] years after the time 
written Proof of Loss is required by the Policy to be given. 
 
Misrepresentation 
Any statement You make in an application to become insured is a representation and not a warranty. No representation 
made by You in an application to become insured will be used to reduce or deny Your Claim or contest the validity of Your 
insurance unless: 

1. Your insurance would not have been approved except for Your misrepresentation; and 
2. Your misrepresentation is contained in a written instrument [Signed] by You; and 

We give You or Your representative a copy of the written instrument that contains Your  
 
Misstatement of Age or Fact 
If a Covered Person’s age or any other fact was misstated, We will use the correct facts to determine whether he or she is 
insured and if so, for what amount and duration.   We will adjust Premium rates to the Covered Person’s correct age.    We 
may make this change back to the date Coverage became effective based on the misstated information. 

 
Notice to Policyholder 
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Written notice given by Us to an authorized representative of the Policyholder shall be deemed notice to all affected 
Covered Persons in the administration of the Policy, including termination of the Policy and termination of individual 
Coverage under the Policy. 

 
Workers' Compensation Not Affected 
The Policy does not replace or change any requirement for coverage under workers' compensation insurance. 
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NATIONWIDE LIFE INSURANCE COMPANY 
Home Office:  Columbus, Ohio 
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We have received your filing regarding the above named association/ 
discretionary group.  To determine if this organization is a qualified group under 
our statutes, please provide the answers to the following questions: 
 

1. Name and address of the group. 
A.  Consumers Direct Association of America 
       14240 Proton Road 
       Dallas, TX 75244 

2. Is this group incorporated?   
A.  Yes 
If so, give state of incorporation. 
A.  Texas 

3. Is there a current office in Arkansas? 
A.  No 

4. Does the Arkansas part of the organization have any officers, 
committees, or chapters?  If so, give details. 
A.  No 

5. Are annual dues charged?  If so, specify amount. 
A.  There are no annual dues charged. 

6. What are the specific activities of the organization? 
A.  To help consumers be more aware of products and services offered to 
help them save money 

7. What benefits are provided to the members in addition to insurance?   
A.  See attached brochure. 

8. What qualifies an individual for membership? 
A.  Must be 18 years of age and living within the United States. 

9. How are members recruited?  If by mailing list, advise the source of this 
list. 
A.  Members are recruited through direct sales via employers, consumer 
pieces and affiliated groups.   

10. Attach a copy of the organization by-laws. 
A.  See attached. 

11. Also, enclose a list of dues paying members residing in Arkansas with 
full addresses.  If the organization considers this privileged information, 
we will treat it as such and once it has served our purpose, it will be 
destroyed. 
A.  See attached.  This is privileged information and will need to be 
destroyed after review.   

12. Please attach a copy of the organization’s most recent financial 
statement. 



A.  See attached.   
13. Does the organization receive any compensation of any kind from the 

insurer issuing contracts to its members? 
A.  No. 

 
Approval of the organization as a qualified group for insurance purposes will be 
determined upon receipt of your reply. 
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pname pstatepzip
ITALO ANDERSON AR 72036-0000
MARVIN J JONES AR 71640-0153
BARBARA J SWENSON AR 72744-8420
ERIC D SCOTT AR 71765-9728
MILDRED J CAPPS AR 72042-3700
MIKE KRANZ AR 72756-1984
DWAYNE PUGH AR 71646-0000
HELEN PAYNE AR 71860-0401
RAMONA VOGELSANG AR 72554-8123
DORIS HOPWOOD AR 71901-7782
NADINE DIZZELL AR 71846-0074
JANE ALEXANDER AR 72085-0234
PHYLLIS PENNIGTON AR 71958-0341
NORA CATES AR 71957-0685
DELORES YELVINGTON AR 72740-7285
DOROTHYJ DOWERY AR 72209-6367
VONNETTA JONES AR 72076-3521
JULIE PHELAN AR 72076-2810
DONNA A WALLACE AR 72753-0664
BARBARA N WILLIAMS AR 72543-9004
CANESHA WILLIAMS AR 72301-4072
RICHARD SMITH AR 71826-0000
CHRISTOPHER GULLEY AR 71722-0019
LOUISE H MCCORKLE AR 72386-9433
STEPHEN HORNICK AR 72556-8235
RONALD STEWART AR 72712-5545
DONOVAN BALL AR 71913-3107
CINDY MISENHEIMER AR 72762-8064
RON COURTNEY AR 72730-0827
STEPHEN AUSTIN AR 72846-8416
MARYJ LONGINOTTI AR 71901-9283
THOMAS JAMES AR 72917-1197
ROBERT BROOKS AR 72821-0000
MICHAEL HELMS AR 72364-0000
SANDRA STANHOPE AR 72503-0000
RANDY BECK AR 72921-0000
JAMES ALONZO BISHOP AR 72956-0000
KARL ECKHARDT AR 72766-0000
CARL GERMAN AR 72845-0000
LELAND HARTMAN AR 72933-0000
TOM JUSTICE AR 72830-0000
LARRY MORGAN AR 72560-0000
RONALD BRYAN MORSE AR 72935-0000
LARRY MORTON AR 71857-0000
LESLIE MYRICK AR 72316-0000
GARY OGDEN AR 72021-0000
RONALD G SECREST AR 72110-0000
DUANE DANIEL STUTZMAN AR 72847-0000
ANTHONY TERRY AR 72032-0000
JAMES EDWARD TUCKER AR 72801-0000



DENNIS WELCH AR 72744-0000
JOSEPH LEA AR 72034-0000
DEAN MONTGOMERY AR 72023-0000
STEVEN HATHORN AR 72740-0000
VICTORIA ROHNER AR 72601-0000
DONALD MCLAUGHLIN AR 72712-8863
RUTHIE COLE AR 72753-0000
JAMES WEISCHMAN AR 72160-0000
MARVIN IRELAND AR 71603-0000
AFSHIN KARIMI AR 72704-0000
BEN SMITH AR 71854-0000
KENNETH NEIGLER AR 72734-8721
MARCUS TERRY AR 71602-3909
WENDELL WILLIS AR 71601-7336
KEN SHAMBLIN AR 71730-0000
SEAN PORTER AR 72204-4841
LOUIS WILKINSON AR 71654-0000
LONNIE MURPHY AR 72117-0000
SHANNON PALMER AR 72455-0000
SUE ROSS AR 71913-0000
JIM MILLS AR 72086-0000
CHRIS FORTNER AR 71943-0000
LORRAINE PLUTO AR 72908-0000
PATRICIA NEIGHBORS AR 72404-0000
JOSE HERNANDEZ AR 72762-0000
FAYE MCCORMICK AR 71953-0000
JOE LEWIS AR 72209-0000
LAVENDA HOOD AR 72395-0000
SHELIA LAWSON AR 71854-0000
CLAY WHITING AR 72837-0000
WILLIE BAKER AR 72118-0000
ERMA TONEY AR 71640-0000
LINDA DUER AR 72015-0000
LYNN HINES AR 72103-0000
LARRY BROWN AR 72802-0000
CLIFTON R HANEY AR 72801-0000
MARVIN COOK AR 72476-0000
RICHIE CARR AR 72930-0000
LINDON DAY AR 72820-0000
FRANK EDWARD ARMSTRONG AR 72830-0000
ROGER JACKSON AR 72830-0000
TOMMY CASTLEBERRY AR 72940-0000
CHRIS BENNETT AR 72949-0000
SCOTT CRANE AR 72561-0000
DENISE ADAMS AR 71935-0000
REX KERR AR 72364-0000
DANNY RONE AR 71740-0000
SHARI FISHER AR 72113-0000
RUTH BRINKLEY AR 71852-2349
FREDA WILLIAMS AR 72204-6614
ENOCH WILSON AR 72501-0000



SHIRLENE SCHENK AR 71653-0000
CALLIE KOCH AR 72855-2299
SHANA PHARR AR 71754-0002
CHELSEY HUSSUNT AR 72023-2636
ANN HARE AR 72010-2010
ROBERT HALL AR 72051-9408
POLLY MOORE AR 72116-6470
DIANNE ESTES AR 72207-2525
EDWARD TRURTT AR 72112-0000
ROXIE MURPHY AR 71603-0000
JANIE FARLEY AR 71953-8228
ALICIA GARCIA AR 72204-7243
EVA SMITH AR 71601-4068
GLORIA PORTER AR 72080-0000
SHERI KUQI AR 72227-4936
LOREN SHANEK AR 71913-0000
JOHN SHACKLEFORD AR 71730-0000
KEVIN C HARPER AR 71603-0000
MARILYN MOSCRIP AR 72120-0000
CECIL BUFFALO AR 71956-0000
LEONARD STEWART AR 72210-0000
CLINT PRICE AR 72110-0000
JACKIE LACY AR 72023-0000
OWEN RINNER AR 72143-0000
ERROL WHITE AR 72116-0000
LANNY TURNEY AR 72802-0000
CHARLES WHITE AR 72206-0000
RODNEY COLE AR 72117-0000
DARREN SMALL AR 72118-0000
RICK MCMAHAN AR 72734-0000
SHIRLEY BLAKLEY AR 71822-0000
SUSAN MARTIN AR 72501-0000
JACK STONE AR 71940-0000
DARREN LONDON AR 72360-0000
SANDRA NUNNELEE AR 72721-0000
CHARLENE MCMULLEN AR 72076-0000
LISA WHEELER AR 72315-0000
JULIUS WEBSTER AR 72150-0000
JANE BRUSH AR 72543-0000
AMY VALENTINE AR 72712-0000
BETTY BARGE AR 71753-0000
GERALD HUNTER AR 72206-0000
ROY ALLSOPP III AR 72951-0000
LINDA BREWER AR 72015-0000
MARY TUCKER AR 72076-0000
WILLIAM GIBSON AR 72903-0000
PEGGIE BURNAM AR 72114-0000
JANIE DONISON AR 71972-0000
MARIA CISNEROS AR 72830-0000
DEL CANTRELL AR 72740-0000
ROBBIE HANCOCK AR 71921-0000



JEFF CLEVENGER AR 72677-0549
JAMES CROSS AR 72947-9111
DOUGLAS BURNETT AR 72762-4051
MARION GIBSON AR 72476-0322
TAMMY SNEED AR 72501-1811
MICHAEL PETERSON AR 72204-0000
HAROLD GREGORY AR 72837-0000
DIANA K HUFF AR 72601-0000
JEFF BLAKE AR 71822-0000
ROSE WHITE AR 71730-0000
JANELLE DILLON WILSON AR 72227-0000
TAMESHA SHEARS AR 72333-0000
JONATHAN LONG AR 72117-0000
DIANA LOWMAN AR 72762-0000
LAURA HEARN AR 72143-0000
DELILAH SMITH AR 72206-0000
DOROTHY GRIFFORD AR 71837-0000
RONALD SMITH AR 72026-0000
DAN BAULSON AR 72088-2735
KIMBRA HOUSE AR 72863-9220
FRANCIS CHAMPAGNE AR 72019-9551
SARA ROCHELLE AR 72034-3916
LEROY HAMPTON AR 71611-7473
PEARL BYRD AR 72762-0808
JOHN SANDERLIN AR 72143-9211
LINDA HAWKINS AR 72022-4067
PATTE DOTSON AR 72740-6800
MARZELL JACK AR 71802-2341
DAVID WILLIAMS AR 72031-1232
JOSEPH HUDSON AR 71854-4435
RUTH NELSON AR 72030-8019
KELLY WHITLOCK AR 72736-9587
ALEATA BRIGANCE AR 72756-0000
VIRGINIA HARRIS AR 71753-8207
CAROLYN F HOWELL AR 72019-6231
HERBERT GOSS AR 72209-4535
CHERYL BRADSHAW AR 72853-9254
DEBRA JOHNSON AR 71842-0000
TOMMY DERAMUS AR 71953-0357
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